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 CHAPTER I 
INTRODUCTION 
“Heart disease is a disease of ignorance” 
-Edwin 
The vital organs are the internal organs of the human body necessary to maintain life. The 
major   vital organs are brain, heart, lungs, kidneys and liver. Among this heart is the most 
important vital organ. Human heart is a pear shaped structure about the size of a fist. It is 
responsible for supplying oxygenated blood all over the body.  
The most common cause of premature death in India is Coronary heart disease (CHD). 
Coronary blood vessels are the vessels which carry the blood towards the heart muscle. It is the 
term used to explain the effects of a reduction or complete obstruction of the blood flow and 
oxygen transport through the coronary arteries. Coronary Artery Disease (CAD) is manifested as 
myocardial infarction, silent ischemia, angina, arrhythmias, heart failure and sudden death. 
Atherosclerosis is an abnormal accumulation of lipid, or fatty substances in the coronary blood 
vessel wall. The trouble of coronary heart disease on patients, their spouses, families,  loved ones 
and society as a whole is considerable .It is thought to be largely preventable disease, with   key 
modifiable risk factors which include obesity, physically inactive life style, improper diet, 
elevated cholesterol, excess salt, alcohol intake, smoking, diabetes and hypertension. 
The major cause of mortality and morbidity in the world is CAD (American Heart 
Association, 2004).   The primary cause of death in the world is ischemic heart disease. In 2007 
CHD caused 16.5 million deaths in the world and estimated to increase by 25 million annually 
(WHO, 2007).American Heart Association estimates that 1.2 million Americans will have 
myocardial infarction annually and about one fourth of these will expire in an emergency 
department or before reaching  hospital. The mortality rate from myocardial infarction has 
decreased by 26.3% between 1999 and 2004 due to advance technology in the   treatment. 
    Number one cause of death in the world is heart disease. In India incidence rate is high. 
In 1990 there were an estimated 1.17 million deaths from Coronary Artery Disease (CAD). In 
 2020 AD 2.6 million Indians are predicted to die due to CAD which constitutes 54.1% of Cardio 
Vascular Deaths. It is predicted that by 2010 India's population will suffer approximately 60% of 
the world's heart disease. The incidence of heart disease doubled in the last twenty years. 
Medical and public health professionals expect that 30% to 60% increase in the disease for males 
and females in developed countries and in developing countries; there will be 137% and 120%, 
respectively.  
Treatment modalities of CAD include medical therapy, invasive interventional 
procedures and coronary artery bypass graft. Invasive interventional procedures to treat CAD are 
Percutaneous Transluminal Coronary Angioplasty (PTCA), intracoronary stent implantation, 
brachy therapy, atherectomy, and transmyocardial laser revascularization. Percutaneous 
Coronary Intervention (PCI) which is commonly known as coronary angioplasty is used to treat 
the narrowed coronary arteries of the heart by the insertion of balloon tipped catheter. PTCA 
becomes a standard technique in cardiology, offering some patients a real alternative to 
conventional coronary artery bypass graft. Initially this technique was applied to single vessel 
disease but multi vessel dilatation is now common. Morbidity, cost and days of hospitalization is 
lower in PTCA compared to Coronary Artery Bypass Graft (CABG).  
PTCA began with the work of Dotter and Judkins in 1964.During 1970 s Gruntzig, 
Senning  and Seigenthaker developed a mini balloon catheter system and performed first human 
PTCA in September 1977 at Zunch, Switser land. 
Almost two million angioplasties were performed worldwide in 2005, with an estimated 
increase of 8% annually. In 2005 -2006 Germany had the world’s highest PTCA procedural rate 
with 225,000, China had 95,912 and India had  42,123.The British Heart Foundation identified 
that in worldwide there is a 12% increment in the number of percutaneous angioplasty between 
2004-2005.  In 2006, 1.313 million PCI procedures were performed in the United States.  In 
KMCH about 450 cases per year. 
This invasive interventional procedure is carried out in the cardiac catheterization 
laboratory. Angioplasty procedure usually consists of physician, physician assistants, cardiac 
invasive specialists, nurses and radiological technologists.  Coronary arteries are examined by 
 angiography. It helps the cardiologist to decide whether it is appropriate to proceed with 
angioplasty or to consider other treatment options such as stenting, atherectomy, medications or 
surgery. Hollow catheters called sheaths, are inserted into the artery of the groin(femoral artery) 
or arm(radial or brachial artery).X- ray angiogram or movie of the heart and blood vessels are 
obtained while an iodine containing colorless dye or contrast material is injected through the 
catheter. The location, extent and calcification of  atheromo are verified.  A long flexible soft 
plastic tube called a guiding catheter is passed through this sheath. When the catheter is properly 
positioned across the lesion or blockage, the balloon is inflated and a steady or oscillating 
pressure is maintained within the balloon. The balloon is inflated to a certain pressure for several 
seconds to compress the plaque and then deflated. 
Angioplasty restores blood flow and relieves symptoms due to ischaemia in over 90% of 
patients. The success rate is more than 95%. It is a safe procedure and carried out all over the 
world both in developed and developing countries Death during an angioplasty procedure is 
usually less than 1%. The risk of  other serious complications are estimated to be less than 1 to 
2%.  
NEED FOR THE STUDY 
One of the most common diseases affecting the adult population is CAD. The prevalence 
of CAD in India was estimated to be   3-4% in rural areas and 8-10% in urban areas with a total 
of 29.8 million affected according to population based cross sectional surveys in 2007. 
Anxiety and stress are very common in patients undergoing any invasive procedures. It is 
necessary to give adequate information to the patients in order to minimize levels of anxiety and 
stress to this invasive procedure. It has been noted that pre-procedural psychological preparation 
reduces hospital-induced anxiety.  PTCA is an invasive diagnostic investigation that may result 
in high level of fear of unknown among cardiac patients. Unrelieved anxiety and stress can cause 
serious problems for patients. There have been reports that PTCA is stressful and fearful 
procedure which could aggravate high level of anxiety before and after the procedure. 
Anxiety and depression are the two psychological variables which will negatively 
influence during recovery period after a cardiac event. Anxiety is defined as ‘’the feeling of 
 being very worried about something that may happen or may have happened, so that you think 
about it all time’’ (www.logman.com/dictionaries). Depression is defined as “feeling of sadness 
that makes you think there is no hope for future” (www.logman.com/dictionaries).Patients with 
more anxiety and depression have worse long term psychological outcomes and poor quality of 
life. Studies have documented a three to six fold increased risk of Myocardial Infarction and 
sudden cardiac death among highly anxious patients. 
Anxiety is common, more than depression, among persons with chronic cardiovascular 
disease and among those coping with recovery from acute cardiac events or interventions. The 
prevalence of anxiety is high at approximately 70% to 80% among patients who have 
experienced an acute cardiac event; anxiety persists over the long term in about 20% to 25% of 
patients with cardiovascular disease. Even among patients who have diagnosed cardiovascular 
disease without an acute event or required intervention, the prevalence of anxiety is about 20% to 
25%. Even though anxiety is an expected and even normal reaction to an acute cardiac event or 
the anxiety that is persistent or extreme is not normal and has negative consequences for patient’s 
health. 
CAD causes more deaths, economical and social problems and   disability in 
industrialized nations than any other group of diseases (Gresh et al. 2002). M.Higgins et al. 
(2003) found that the patients subjected to PTCA have anxiety related to fear of the unknown. In 
this study, coping measures initiated include confidence in the skill of the doctor, getting  
knowledge about  the angioplasty procedure and support from the family and  friends. Latif et 
al.(2002 ) said that the low level of anxiety  and depression among patients subjected to PTCA 
and family members, could be due to the adequate facilities, adequate information provided by 
the physician, nurses and cardiac technician.   
As with many interventional procedures there is evidence that pre-procedure education 
reduces anxiety and depression and leads to better outcomes and quality of life among patients 
and their spouses. (Tooth et al. 1998, Jowett & Thompson 2003).Pre-procedure cardiac 
education may also be helpful in addressing risk factors and life style modifications in such 
patients and may decrease readmission rates, recurrence of problems and improves post-
discharge quality of life ( Jowett & Thompson(2003), Dendale et al. 2005). However, patients 
 remain in contact with health professionals before and after interventions are becoming 
increasingly short and nurses have very little time to address the huge topic of cardiac 
rehabilitation. As a result, patients often find it difficult to understand the information they are 
given (Taira et al. 2000). Short hospital stay requires good planning in order to meet patient 
teaching outcomes and their needs. Wilson – Barnett (1995) states that: giving the right 
information reduces anxiety and also aids a rapid adjustment to stressful events. 
The stress, tensions and anxiety caused by illness, admission to hospital and invasive 
procedures produce an imbalance in homeostasis which presents as psychological and 
physiological distress. This has been shown by Boore (1998) to impair or impede recovery. 
However she also demonstrated that providing adequate preprocedural information can promote 
a more rapid recovery. 
  Several studies have proven psychosocial function attribute and link to the 
increment of coronary heart disease risks and complications (Donald, 2001).The adaptation and 
defense mechanisms to anxiety and depression among CHD varies (Kulik et al.1993).Higher 
anxiety and stress level among the CHD patients would worsen depression (Thompson et al. 
2004).The normal psychological responses to stress are an elevation of the heart rate, decreased 
oxygen supply to tissue, impaired tissue perfusion to all organs , electrolytes and hormonal 
imbalance. These psychological changes would increase demand for oxygen utilization, ischemic 
chest pain, arrhythmia, decreased tissue perfusion and sudden cardiac death among coronary 
heart disease patients (Enickslank et al. 2000).  
The use of informative video teaching in cardiology departments proves to be highly 
recommended instrument to lower anxiety and stress levels and increases considerably the level 
of satisfaction from the received information. Video assisted teaching is an effective method for 
decreasing anxiety and stress in patients and their spouses and it can be introduced by nurses and 
physicians during pre-procedure care. This intervention is beneficial before the procedure. After 
PTCA, patients fear seems to be focusing on daily routines, modifications in their normal life, 
procedures, procedural pain, complications, recurrence of the problem, deteriorating health 
status, uncertainty about heart disease and recovery. Preparatory information before an invasive 
procedure has positive effects on recovery, wellbeing and anxiety. 
  
 Depression is a normal phenomena expressed by the Coronary Artery Patients, 
particularly if anxiety level is unrelieved and undetected (Lane & Mahler 2002, Jowett et 
al.2003). Depression is more common among patients with CAD than in those without CAD; 
with >20% of hospitalized patients after Acute Myocardial Infarction. Depression is expressed 
by mood disturbances ranging from mild to severe. The cardinal symptoms are persistently 
pervasive, low mood and loss of interest or pleasure in usual activities (Leonard et 
al.2004).Depression may be due to poor quality of life and higher health care costs. CAD 
patients with anxiety and depression may have higher chance of re-infarction, rehospitalization,   
morbidity and mortality due to complications  (Leonard et al.2004). 
 Gulanick et al. (1997) conducted a study in which, psychological experiences among 
PTCA patients were examined. The findings from focus group interviews, comprising twenty six 
males and nineteen females, revealed that most patient’s experiences were largely negative; 
many of them expressed only minimal satisfaction regarding several aspects of their care. 
Gulanick et al. (1998) followed their earlier study  with more focus group data and showed that 
post-PTCA patients were making lifestyle changes, but with more difficulty. They found that 
patients acknowledged both acceptance and uncertainty about the future. Some participants had 
adopted coping with uncertainty while others were fearful of an early death. Among those who 
had attempted lifestyle changes both satisfaction and frustration with their modifications were 
highlighted. Helping the patients, set realistic expectations in terms of procedural outcomes and 
lifestyle modification is an important part of patient education and health promotion.  
Sader et al. (2002) showed that PCI patients have more emotional problems than 
Coronary Artery Bypass Graft (CABG) patients. Patients undergoing PCI have substantial 
emotional and spiritual distress that may leads to procedural complications. Patient who 
undergoes PCI needs more informational or emotional support. It is a challenging task for the 
health professional to provide adequate information within a short period of time since the 
patient who undergoes PCI has a shorter hospital stay. Computer assisted teaching will help the 
health professionals to provide adequate information in an effective way, within a short period of 
time. 
 An efficient nurse should make the patient feel that everything is under control by giving 
him confidence. Teasly .D (1999), found that the nurse needs to encourage compliance by 
carefully explaining what he will experience before, during and after the procedure and that this 
information could take the edge off the patient’s anxiety. 
Spouses of the patients who had undergone PTCA feel uncertain due to financial 
problems, emotional disturbances due to disease caused changes and fears about new Myocardial 
Infarction. It is an important nursing step to identify the needs of patients and spouses following 
an acute cardiac event to facilitate couples psychosocial adaptation .It are very essential to 
provide adequate information to the spouses because they have a new role and duty in the family. 
They need to monitor and manage minor symptoms, also need to take care of the patients 
physically, understand their emotions and support them collaboratively.  
 Hence the investigator realized the need to conduct a study to evaluate the effect of 
patient’s education by video on levels of anxiety and depression of patients undergoing coronary 
angioplasty and their spouses. Preprocedural information on their illness, reasons for 
hospitalization, the things which they have to follow before and after the procedure and lifestyle 
modifications will be explained.  Dr Campbull .M explored the self reported changes in coronary 
risk factors by patients three to nine months following coronary artery angioplasty  and severity 
of their  condition. Majority of patients had altered their lifestyle and  try to reduce at least one 
risk factor,40% of patients in their study had recurrence of chest pain and 42% believed their 
condition had been cured. Diet modification, increased exercise and stress reduction were the top 
their changes in the lifestyle reported. The findings suggested that there is a major need for 
health education and follow up for patients after coronary artery angioplasty. Adequate 
information will reduce the anxiety and fear among patients who undergoes PTCA and their 
spouses by providing relevant information on right time. Being aware of these common 
concerns, nurses can help the patients to fulfill his needs and facilitate his early discharge after 
the procedure.  
 
 
   STATEMENT OF THE PROBLEM 
A study to assess the effectiveness of Video Assisted Teaching on Anxiety and 
Depression among patients subjected to PTCA and their spouses at KMCH, Coimbatore. 
OBJECTIVES OF THE STUDY 
      Objectives of the study were to 
1.  assess the effectiveness of video assisted teaching on level of anxiety  among patients 
subjected to PTCA and their spouses. 
2.  determine the effectiveness of video assisted teaching on depression among patients 
subjected to PTCA and their  spouses . 
3.  associate anxiety and depression with selected demographic variables among patients 
subjected to PTCA. 
4.  associate anxiety and depression with selected demographic variables among spouses of 
patients subjected to PTCA. 
OPERATIONAL DEFINITONS 
 EFFECTIVENESS 
It is the desirable reduction in level of anxiety and depression brought about by video 
assisted teaching. 
VIDEOASSISTED TEACHING  
Video assisted teaching is a method of teaching by which information on anatomy and 
physiology of heart, risk factors and pathophysiology of Coronary Artery Disease, treatment 
modalities of CAD, PTCA procedure and life style modifications following PTCA are provided 
to the patients subjected to PTCA and their spouses with the help of video. 
ANXIETY  
Anxiety is an unpleasant emotional experience and is associated with feelings of 
uncertainty, uneasiness, tension and helplessness as measured by Zung Self Rating Anxiety 
Scale. 
DEPRESSION 
Depression is an unpleasure affect in which patient will be quiet, restrained, unhappy, 
pessimistic and will have a feeling of lassitude, inadequacy, discouragement and hopelessness as  
measured by Beck Depression Inventory- II. 
 PTCA 
PTCA is an invasive treatment modality used to decompress the plaque and there by 
dilate the lumen of coronary artery through the insertion of a balloon tipped catheter. 
SPOUSE 
  Male or female life partner of   the patient. 
HYPOTHESES 
H1: There will be a significant difference in the level of anxiety among patients and their spouses 
those who receive video assisted teaching and those who do not receive. 
H2: There will be a  significant difference in depression among patients and their spouses those 
who receive video assisted teaching and those who do not receive. 
 ASSUMPTIONS 
1.      Any unknown procedure will cause anxiety. 
2.      Adequate information regarding the procedure will help to reduce the anxiety level. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 CONCEPTUAL     FRAME WORK. 
This study is aimed to assess the effectiveness of video assisted teaching on anxiety and 
depression among patients subjected to PTCA and their spouses at KMCH, Coimbatore. 
 Conceptual framework of the present study was developed by the investigator based on 
Imogene King’s Goal Attainment Model. The major elements of theory of goal attainment are 
seen “in the interpersonal systems in which two people, who are usually strangers, come together 
in a health care organization to help and be helped to maintain a state of health that permits 
functioning in roles”. 
From the theory of goal attainment, King has developed eight predictive propositions, 
although she indicates that additional propositions may be generated. The eight propositions that 
she sets forth are as follows: 
1. If perceptual accuracy is present in nurse -client interactions, transactions will occur. 
2. If nurse and client make transactions, goals will be attained. 
3. If goals are attained satisfaction will occur. 
4. If goals are attained effective nursing care will occur. 
5. If transactions are made in nurse - client interactions, growth and development will be 
enhanced. 
6. If role expectations and role performance are perceived by nurse and client are congruent, 
transaction will occur. 
7. If role conflict is experienced by the nurse or client or both, stress in nurse- client 
interactions will occur. 
8. If nurse with special knowledge and skills communicate appropriate information to the 
clients, mutual goal setting and goal attainment will occur. 
This model focuses on interpersonal relationship between the client and the nurse, and 
this interaction is influenced by the perception of the nurse. This interaction leads to set mutual 
goals to attain the objectives. In the present study the interaction took place between the 
investigator and the patients subjected to angioplasty and their spouses. 
 
 Perception  
Perception is “each person’s representation of reality”. In the present study anxiety and 
depression were perceived by the investigator, patient and their spouse.  
Communication 
Communication is defined as “a process whereby exchange of information from one 
person to another directly in face to face meetings or indirectly through telephone, television, or 
the written word”. Here investigator provides adequate information with   help of video. 
Judgment 
After this perception investigator, patient and their spouses made mental judgements to 
achieve the goal. Investigator, patient and their spouses come together and make mutual goals.  
Reaction  
Investigator prepared a video assisted teaching  on anatomy and physiology of heart, risk 
factors and pathophysiology of  Coronary Artery Disease, , treatment modalities of Coronary 
Artery Disease, PTCA and life style modifications following PTCA are provided to reduce the 
anxiety and depression  of the patients subjected to PTCA and their spouses. Investigator made 
arrangements for teaching sessions in an individualized manner. 
Interaction  
During the interaction, the investigator communicates with patient and their spouse. The 
investigator administered Zung Self Rating Anxiety Scale and   Beck Depression Inventory -II to 
assess the anxiety and depression on the previous day of the PTCA procedure. Investigator 
provided psychological support to promote relaxation. After the collection of pretest information 
investigator communicate with the patient and their spouse regarding anatomy and physiology of 
heart, coronary artery disease, pathophysiology, risk factors, treatment modalities of Coronary 
Artery Disease, PTCA and life style modifications .With the aid of the visual package the 
patient, their spouse and the investigator entered into the transaction phase.  
 
 Transaction  
Transactions are “the valuational components of the interaction can be observed in the 
form of goal attainment measures”. When transaction occurs between nurse, client and their 
spouse predetermined mutual goals were attained. This adequate information reduces the anxiety 
and depression of patients subjected to PTCA and their spouses than the control group. 
Role 
Role is defined as “a set of behaviors expected of persons occupying a position in a social 
system; rules that define rights and obligations in a position; a relationship with one or more 
individuals interacting in specific situations for a purpose”.  
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 CHAPTER II 
REVIEW OF LITERATURE 
This chapter deals with the information collected  from various sources in relation to the 
present study. Highly extensive, exhaustive and systematic review of relevant literature was done 
to collect maximum information for laying foundation for the present study. 
Investigator reviewed books, cardiac and other journals, published and unpublished 
articles to collect   relevant literature for the research work. 
 
Review of literature is categorized as follows. 
 Literature related to anxiety and depression of patients with Coronary Artery Disease.  
 Literature related to anxiety and depression of patients subjected to PTCA and their 
spouses. 
 Literature related to needs of patients subjected to PTCA and their spouses.  
 Literature related to  video assisted pre procedural information  
Literature related to anxiety and depression of patients with Coronary Artery Disease.  
 Frasure Smith and colleagues (1995) found that 2.5-fold increase in risk for ischemic 
complications resulting from anxiety following MI, while a substudy from the Global Utilization 
of Streptokinase and Tissue Plasminogen Activator for Occluded Coronary Arteries (GUSTO) 
trial suggested that patients with acute MI had a high level of in-hospital anxiety  and an almost 
5-fold increase in risk for recurrent ischemia, reinfarction or death compared with patients with 
MI without high levels of anxiety. This study suggested that complications can be suspected 
among those anxious patients following Myocardial Infarction. As many of the adverse effects of 
anxiety seem to be related to Sudden Cardiac Death, attention has been given to abnormalities of 
cardiac rhythm. There is an increased incidence of QT interval prolongation in the 
electrocardiogram has been demonstrated among patients with anxiety, which may reflect a 
ventricular arrhythmia.   
  Barth et al (2004) stated that depressive symptoms and clinical depression have an 
unfavorable impact on mortality in CHD patients.  Depressive symptoms increased the risk of 
mortality in CHD patients. The risk of depressed patients was dying in the 2 years after the initial 
assessment is two times higher than that of non depressed patient. Depressive disorders have no 
effect on mortality in the first six months. But the risk is more than two times higher, after two 
years  for CHD patients with clinical depression.  
 Vural  et al (2008) investigated the associations between coronary artery disease and 
symptoms of depression and anxiety, they conducted a prospective cross-sectional study among 
314 patients (age range, 19–79 yr) who had presented with chest pain. The findings were 
classified into five categories based on Coronary angiography. The higher number indicated the 
higher symptoms. Beck depression and anxiety inventories were used to assess the anxiety and 
depression level. Woman patients had shown significantly higher depression and anxiety scores. 
They found that every one point increase in the depression score was associated with an average 
of   5% to 6% increase in abnormal coronary angiographic findings or definitive coronary artery 
disease. Those patients with the highest anxiety scores had slow coronary flow. 
Literature related to anxiety and depression of patients subjected to PTCA and their 
spouses 
Litrature related to anxiety 
According to Lang and Hamilton (1994) patient anxiety appears to be a significant 
problem in invasive procedures. Inadequate information, poor treatment, pain and anxiety can 
cause cardiovascular strain and restlessness, which may affect the success of the procedure. On 
the other hand, pharmacologic over sedation [over-medication] can provoke respiratory and 
cardiovascular depression, thereby increasing the procedural risks and increase risks of 
complications.  
Pederson et al (2008) conducted a study in which they examined different courses of 
anxiety symptoms over an 18-month period in post percutaneous coronary intervention. 
Consecutive exhausted PCI patients (n = 638), participating in the Exhaustion Intervention Trial 
(EXIT), were assessed for depression by using the Structured Clinical Interview for Diagnostic 
 and Statistical Manual of Mental Disorders. State Anxiety Scale procedure was used to examine 
courses of anxiety symptoms over an 18-month period. Anxiety trajectories varied across 
patients, Five trajectories were identified: nonanxious (13.2%), mildly anxious (39.7%), 
decreasingly anxious (11.6%), moderately anxious (29.3%), and severely anxious (6.3%), with 
four of them being stable over 18 months. In clinical practice, knowledge of these problems and 
their determinants may help to identify distinct groups of patients with potentially differential 
risks of adverse health outcomes. 
 
 Trotter et al (2010) determined the patterns of anxiety and concerns experienced by 
patients undergoing Percutaneous Coronary Interventions and the contributing factors in the time 
period surrounding PCI. A convenience sample of  hundred patients undergoing PCI were 
recruited, and anxiety was measured using the Spielberger State Anxiety Inventory immediately 
before the PCI, the first day post procedure, and 1 week post discharge. Anxiety scores were 
highest pre-procedure and decreasing significantly by the post procedure time and further still by 
the post discharge time . The concerns patients identified most frequently and most important 
were the outcome of the PCI and the possibility of surgery, pre-procedure (37%) and post 
discharge (31%), and the limitations and discomfort arising from the access site wound and 
immobility post procedure (25%). The predictors of anxiety at the post discharge time were 
reporting their most important concern as the future progression of CAD and pre-procedural 
anxiety. Symptoms of anxiety were common among patients before PCI. Early detection of these 
symptoms are essential since it aggravates other cardiac complications. 
  
Literature related to depression 
 Lehto et al (2000) identified the prevalence of depression at least 6 months after various 
coronary heart disease (CHD) events (bypass grafting, coronary angioplasty, myocardial 
infarction, and myocardial ischemia without infarction) and the associations between depression 
and clinical variables. 414 (284 males, 130 females) patients younger than 71 years were 
interviewed and examined. Depression was assessed by a self-rated depression scale.  In the four 
diagnostic categories, one-sixth of the patients (14-19%) suffered from depression. Depression is 
very common after CHD events. Earlier identification and treatment of depression should be one 
of the important elements in the rehabilitation of cardiac patients.  
 Dudek et al (2007) investigated the spectrum and course of depressive symptoms in 
cardiac ischemic disease (CAD) patients before and after successful coronary angioplasty (PCI) 
in one year follow-up.  227 patients with CAD selected for PTCA were taken. 156 patients with 
clinically recovered and without restenosis within 4 weeks after the intervention were included in 
further analysis. Patient’s condition was assessed four times (one day before and at 1, 6 and 12 
months after the intervention.In 75 (48%) patients with mild and moderate depressive disorders 
had prevalence of non-specific somatic symptoms were observed one day before PTCA. 
Remaining 33 subjects had depressive symptoms one month after the PCI. Twelve patients 
(15%) developed depressive symptomatology, moreover in the group of patients who were free 
of depressive symptoms a day before PTCA. Depressive symptoms and depressive thinking 
(especially hopelessness) recognized 4 weeks after PTCA had a tendency to persist at 6 and 12 
months. The tendency was to give importance to somatic symptoms and not given preference to 
the cognitive symptoms. The results of the study suggest that successful PCI is not an indicator 
in the improvement of depressive symptoms. Diagnosis of depression in CAD patients needs 
special care and  attention, because of this tendency. 
Literature related to anxiety and depression 
Moser et al (2004) examined the spousal anxiety and depression in patient’s psychosocial 
recovery after a cardiac event. 417 patient–spouse pairs were selected after the patient was 
hospitalized for either acute myocardial infarction or coronary revascularization. Spouse anxiety, 
depression, perceived control and coping mechanisms were associated with patient psychosocial 
adjustment to illness, even when patient anxiety and depression were kept constant. Patient’s 
psychosocial adjustment to illness was worse when spouses were more anxious or depressed than 
patients, and it was best when patients were more anxious or depressed than spouses. In fact, 
many investigators and clinicians have suggested that positive support and coping mechanisms 
from a patient’s spouse gives a successful recovery after a cardiac event and it stabilizes the 
patient’s mind. Another variable in the psychosocial recovery is perceived control. Patients and 
spouses with higher levels of perceived control during patient’s recovery from an acute cardiac 
event report better psychosocial outcomes. Spouses of cardiac patients report feelings of anxiety, 
fear, depression, helplessness, hopelessness, sleep and appetite disturbances, and inability to 
concentrate. This psychological distress can persist for months and may be related, in part, to 
 care giving demands and a decreased sense of perceived control related to the spouse’s cardiac 
illness. Study suggested that patient’s psychological recovery may be improved by enhancing 
spouse’s emotional state. Decreasing spouse’s anxiety and depression may a cost effective way 
to intervene to improve patient’s psychological state. This study suggested that both spouses and 
patients to be evaluated for higher level of anxiety and depression after a heart attack or 
angioplasty. 
 Astin et al (2005) conducted a study in prevalence and patterns of anxiety and depression 
among patients undergoing elective percutaneous transluminal coronary angioplasty. In this 
descriptive, repeated-measures investigation, 140 patients were requested to complete the 
Spielberger State Trait Anxiety Inventory and Cardiac Depression Scale (CDS) at three time 
points: (1) before admission for elective PTCA (T1); (2) 6 to 8 weeks (T2) after PTCA; and (3) 6 
to 8 months (T3) after PTCA. 16% of men and 24% of women, at T1 had state anxiety scores. 
Trait anxiety scores remained constant over time; higher scores at T1 were due to past acute 
myocardial infarction. Cardiac Depression Scale scores at T2 and T3 were significantly lower 
than T1. However, there was increase in CDS scores occurred at T3, compared with T2. At T3, 
14% of men and 10% of women were depressed, in relation to T1. Specialist nurses have  a 
greater role in early identification of  anxiety and depression.  
Denollet et al (2006) examined whether anxiety has incremental value to depressive 
symptoms in predicting health status in patients undergoing PCI treated in the drug eluting stent 
era. A series of consecutive patients (n=692) undergoing PCI on part of the rampamycin eluting 
stent evaluated at Rotterdam cardiology hospital Registry completed the Hospital Anxiety and 
Depression Scale at 6 months, short form health survey (SF=36) at 6 months and 12 months post 
PCI .Of 692 patients 471(68.1%) had no symptoms of anxiety no depression, 62(9.0%) had 
anxiety only.59 (8.5%) had depressive symptoms only and 100(14.5%) had co-occurring 
symptoms only. There was an overall significant improvement in healthy status between 6 and 
12 months post PCI; the interaction effect for time by psychological symptoms was also 
significant. Generally patients with co-occuring symptoms of anxiety and depression reported 
poorer health status compared with anxious and depression only patients and no symptom 
patients, showing that anxiety has incremental value to depressive symptoms in identifying PCI 
patients at risk for impaired health status treated in drug eluting sent era. 
 Gegenava et al (2009) investigated the association between history of depressive episode 
and anxiety and complications in patients after 6 months of coronary artery angioplasty. The 
research was conducted among 70 patients, the grade of coronary occlusion that would not 
respond to therapeutic treatment and needed coronary angioplasty .Complications were found in 
60 patients after 6 months of coronary angioplasty. Depression was assessed by Beck depression 
scale and anxiety was assessed by Spilberger State-trait anxiety scale. Complications were 
discovered in 36 (60%) patients and 24 (40%) patients had no complications. There were no 
significant statistical differences in depression and anxiety degree in coronary angioplasty period 
and after 6 months of coronary angioplasty. This study concluded that complications were 
revealed in patients who had high degree of depression and anxiety.  
Literature related to needs of patients subjected to PTCA and their spouses 
 Moser et al (1994) identified the needs of patients and spouses following an acute 
cardiac event are an essential first step in the development of nursing interventions to facilitate 
couple’s psychosocial adaptation. Therefore, the self-perceived needs of 49 couples were 
assessed five months following the patient’s hospitalization for an acute cardiac event (i.e. 
myocardial infarction or coronary angioplasty). Both patients and spouses identified the need for 
information was the most important compared with all other needs; however, significant changes 
were found in ratings between patients and spouses. Needs which spouses rated was having a 
high priority included receiving information about the patient's feelings during the recovery 
period, talking with the patient about concerns, and receiving information about the expected 
psychological recovery. Patients consider their spouses particularly important and they did not 
give importance to the same needs. They rated the need for genuine information about their 
condition, the need to talk with a health professional about their problems and want to find out 
solutions were the highest priority. Many of the needs that both patients and spouses as being 
very important needs were unmet in 40–70% of the cases. In this study, both patients and 
spouses expressed same needs for information and these needs were not fulfilled by nurses and 
physicians in the majority of cases. 
Lyons et al (2002) studied the patient’s expectancies, experiences and knowledge of 
undergoing a cardiac catheterization procedure, and their perceptions of the types and sources of 
 information they received, as well as their evaluation of this information. Seventeen patients 
(eight women, nine men) aged between 45 and 73 undergoing a cardiac catheterization procedure 
(coronary angiogram or percutaneous transluminal coronary angioplasty (PTCA)) took part in 
semi-structured interviews. Patients were satisfied with the information which they had received 
with but still found some parts of the procedure they could not follow. Doctor’s technical 
language and medical terminologies were identified as an obstacle to understanding. It was 
concluded that effective communication will provide adequate information and it improves 
patient satisfaction. Providing information from previous patient’s experiences may be especially 
beneficial. Adequate time and planning for education is essential to ensure adequate information. 
 Lukkarinen et al (2009) studied the experiences of persons whose spouses had undergone 
bypass surgery (CABS) or angioplasty (PTCA).  The purpose was to understand the experiences 
of patients and their spouses and to develop the education, cardiac rehabilitation of both the 
patients and their spouses. Data were collected from healthy spouses by open-ended 
questions.146 subjects were selected. Subjects were asked to write about their experiences of 
everyday life after their spouses had undergone bypass Graft (CABG) or angioplasty (PTCA). 
Life was organized in a new way and the earlier busy and work oriented life style had been given 
up. The informants whose spouses had medications considered their personnel freedom limited, 
because they had to assume responsibility for the care of their spouses. They had a new role in 
the family. They had to monitor the symptoms, take care, understand and support physiologically 
and psychologically. They were expected to take more responsibility for everyday life. They felt 
hopelessness and helplessness in that situation .They did not receive support from health care 
professionals. All informants felt uncertainty due to financial problems, poorly planned care, 
inadequate instructions from health   professionals and unexpected changes in the course of the 
disease. This study concluded that spouses experience a lot of problems such as disease caused 
changes in emotional balance, a need of continuous control of life styles, about recurrence of 
new myocardial infarction and worries about new issues of everyday life.  
 
 
 
 Literature   related to video assisted pre procedural information  
 Tootha et al (1996) studied the effect of a video assisted pre-coronary angioplasty 
education and counseling program on psychological status, knowledge of patients and quality of 
life/coping status of their spouses. Forty patients and their spouses participated in a pre-coronary 
angioplasty education and counseling program and forty considered as controls. Knowledge, 
psychological status and quality of life/coping status were assessed prior to coronary angioplasty 
and at four and eleven months in post-coronary angioplasty. Improved knowledge and reduced 
anxiety were found among patients in the experimental group at four months. Spouses in the 
experimental group showed improvement in quality of life at 11 months, compared to those in 
the control group. This study concluded that video assisted pre-coronary angioplasty education 
and counseling can impact favorably upon knowledge, psychological status of patients and 
quality of life in spouses.  
Gagliano et al (1998) stated that video is as good as and often more effective than 
traditional methods of patient education in increasing short-term knowledge. It offers advantage 
in improving long-term retention of knowledge or in promoting compliance with medical 
regimens. Strength of video is role- modeling. Video assisted teaching decreases patient’s 
anxiety, pain, and sympathetic arousal while increasing knowledge, cooperation, and coping 
ability.  
Herrmann   and Kreuzer (2002) hypothesized that sharing a preparatory video film might 
be helpful in reducing anxiety among patients who were admitted for elective coronary 
angiography. Communication between the patient and the doctor is hampered by medical 
terminology. Even when simple words are used, the patient cannot imagine what is really talking 
about.65 subjects were randomized into experimental and control groups .Both groups received 
the same leaflet and personnel interview with the doctor, but only one group (Group 2) 
additionally watched a 14 mts preparatory video. Anxiety was scored with Stait Trait Anxiety 
Scale (STAI).Group 1 patient who did not watch the video had no significant reduction in 
anxiety score, group 2 showed significant benefit. Additional aid of video film may be an easy 
effective way to reduce patient’s anxiety. 
 Shaw et al (2003) found that patients having colonoscopies, computer-assisted instruction 
(CAI) provided better comprehension and greater satisfaction than standard education. Another 
randomized controlled trial aimed to determine the impact of an interactive diagnosis-specific 
video program for informing patients about possible treatment modalities and surgical choices. 
The tested program facilitated decision-making and helps them to find best treatment choice. As 
a result, visual materials are increasingly used to inform patients and reduce confusion in the 
treatment choice. 
Hunter et al (2007) explored the information needs of patients treated with primary 
angioplasty for heart attack. 29 patients recruited, 3–12 days after discharge from hospital.  Data 
were collected with semi-structured interviews. Participants were generally satisfied with the 
health information which received. The need for more specific information about the procedural 
pain ,complications after the procedure, risk of recurrence, the level of heart muscle damage, 
discharge medications, appropriate levels of physical activity and diet restrictions was 
highlighted. There was no clear preference for informants and timing of information delivery 
varied considerably. The shortened hospital stay and emotional shock experienced by patients 
influenced their ability to absorb health information delivery. 
 According to Timm Reed (2008) pre-procedure psychological preparation reduces 
hospital-induced anxiety. Patient health education material is either sensory- or procedural-
oriented. Procedural material describes the steps involved in the procedure. Sensory information 
focuses on what the patient will see, hear, feel, smell or taste during the procedure. Sensory 
information helps the patient reduce anxiety by communicating them what to expect during the 
procedure. Both procedural and sensory information can be presented through different media. 
Many organizations allocate videos that deliver both procedural and sensory information. If a 
video is used for education, it is better to develop video on patient understanding manner thus 
patients can understand and assimilate the information.  This study concluded that patients who 
acquire knowledge pre-procedurally are able to cope better during the actual procedure. 
  Enzenhofer et al (2008) compared the use and effectiveness of computer-based 
visualization and standardized conversation for providing patients with information of 
forthcoming procedures. 56 participants were selected in experimental and control groups. 
Visualization group received standardized information supported by a tool for displaying two-
 dimensional pictures to explain medical facts as well as informative leaflet and control group 
received standardized information and informative leaflet only. Detailed information was given 
about the indication, complications, choice of treatments and the details of the forthcoming 
procedures. Main outcome measures were patient's satisfaction and patient's acquired 
knowledge. Patient satisfaction was assessed by patient satisfaction questionnaire and knowledge 
level was assessed by multiple choice questions. Visualization group were more satisfied with 
the information they received and had higher knowledge scores after the teaching. The results of 
the test between the two groups showed that these differences in satisfaction and knowledge 
were statistically significant. In education, pictures   usually clarify difficult facts better than 
written language. It has been reported that in too many cases the information contained in patient 
information leaflets is inaccurate, difficult to follow or misleading. Manuel Enzenhofer et al. 
(2008) stated that well-informed patients are better able to support their health and to use health 
services in a sensible way, thus contributing to their treatment outcome.  
Liao (2008) studied the impact of an interactive video on decision making of patients 
with Ischemic Heart Disease. The patients with Myocardial Infarction, who had undergone 
diagnostic cardiac catheterization, were found to have significant CAD, watched Shared 
Decision Making Program (SDP) for Ischemic Heart Disease. Interactive video system designed 
for decision making. Before and after viewing the Shared Decision Making Program (SDP), 
patients completed surveys containing multiple choice questions and lickert scale. They rates the 
program as more helpful than all other decision aids and after viewing the Shared Decision 
Making Program they expressed increased confidence in their treatment choice and decreased 
confidence in alternative options.  
 
 
 
 
 
 
 
  
CHAPTER III 
METHODOLOGY 
 Methodology refers to "the systematic study of methods that are, can be, or have been 
applied within a discipline". This chapter deals with the research design, variables under the 
study, setting of the study, sample size, sampling technique, description of the  tool, pilot study, 
procedure  for data collection and  statistical analysis. This study is aimed to assess the 
effectiveness of video assisted teaching on anxiety and depression among patients subjected to 
PTCA and their spouses at KMCH, Coimbatore. 
RESEARCH DESIGN  
            The research design adopted for this study was two group quasi experimental pre test post 
test design.                                                              
       The schematic representation of the pre test post test design is as follows. 
 
                  E   01   x   02 
                              C   01        02    
  
E  -  Experimental group 
C  -   Control   group 
01         -  Pre-test assessment of patients and their spouses  
X  -  Video assisted teaching 
02 -  Post test assessment of patients and their spouses 
                                                 
VARIABLES UNDER THE STUDY 
Independent variable - Video Assisted Teaching 
 Dependent variables - Anxiety and Depression 
 
 
 
 SETTING OF THE STUDY 
The study was conducted in the Kovai Medical Center and Hospital, Coimbatore. It is an 
800 bedded super specialty hospital. K M C H is having well equipped cardiac catheterization 
lab. There are three interventional cardiologists.120 – 150 patients are attending outpatient 
clinics per day. Approximately 15 - 20 elective and 15 - 20 emergency PTCA is being performed 
every month. 
POPULATION OF THE STUDY 
            All the adult patients subjected to PTCA at KMCH and their spouses during the study 
period. 
SAMPLE SIZE 
             The sample size of the present study was 60. Out of which 15 patients and 15 of their 
spouses were in experimental group and another 15 patients and 15 of their spouses were in 
control group. 
SAMPLING TECHNIQUE 
                    Non randomized purposive sampling technique was utilized for selecting the 
samples from the population. 
CRITERIA FOR SAMPLE SELECTION 
 Inclusion criteria:  
1. Patients who have undergone elective PTCA only. 
2. Adult patients aged 30-60 years, both male & female patients subjected to PTCA& their   
spouses. 
3. Patients who were admitted with their spouses only 
4. Patients and spouses who can read and write Tamil or English. 
Exclusion criteria 
1. Patients who had undergone PTCA previously. 
2. Patients who were diagnosed to have depression or any other psychiatric illness. 
3. Patients who were critically ill. 
 
 
 DESCRIPTION OF THE TOOL   
Tool consists of 3 sections. 
Section  I  -  Demographic data 
Section   II -  Zung Self Rating Anxiety Scale 
Section III - Beck Depression Inventory 
SECTION-I: The demographic data  of patients included age, sex, type of the family, educational 
status, nature of work, monthly income,  duration of illness and associated illness. 
The demographic data of spouses included   age, sex and educational status. 
 
SECTION-II: Zung Self Rating Anxiety Scale 
Zung Self Rating Anxiety Scale is a standardized tool. It was developed 
by William W.K Zung in 1965 to measure the level of anxiety for patients 
experiencing anxiety related symptoms. It is a   self administered questionnaire 
having 20 questions with four point scale ranging from 1-4. (None or a little of the 
time - 1, some of the time - 2, good part of the time - 3, most of the time - 4.) 
   Scoring  key for anxiety 
.                     Question numbers 5, 9, 13, 17 and 19 were negatively scored and remaining fifteen 
were positively scored. 
                       The scores range from 20-80. 
                       Minimum score – 20    Maximum score – 80 
Mild anxiety   -      20 to 44 
Moderate anxiety  -      45 to 59 
Severe anxiety -      60 to 74 
Extreme anxiety  -      75 to 80 
 
 
 
 
 SECTION-III: Beck Depression Inventory -II 
Beck Depression Inventory – II is a standardized tool developed by  
Dr. Aaron. T. Beck   in 1967 consisting of 21 questions. It is a self report 
Inventory.  Two alternative statements were given for some questions   and same 
weightage was given to them. Statements were labeled as a and b.  
(Question number 18 and 16). From which subjects were asked to select only one 
statement which is most appropriate to them.                                        .                                                             
Scoring  key for depression 
                        0-3 is assigned for each answer. The score ranges from 0-63.  
                       Minimum score – 0      Maximum score – 63 
Minimal depression  -       0 to 9 
Mild depression   -  10 to 18 
Moderate depression  -     19 to 29 
Severe depression   -       30 to 63            
 
VALIDITY AND RELIABILITY OF THE TOOL 
 Translated versions of tools in Tamil had been given to the experts in the field of nursing 
and medicine for content validity. Reliability coefficient alpha of the English version of Zung   
Self Rating Anxiety Scale   was r -   0.72 (Wang, 2003). Spearman browns split half method was 
used to find out the reliability of Tamil version and it was r - 0.86.  Reliability coefficient alpha 
of the English version of Beck Depression Inventory -II was r -0.92 (Robert 2002) and reliability 
of Tamil version was r- 0.73.  
DESCRIPTION OF INTERVENTION 
               The intervention for the study was video assisted teaching which was developed by 
the investigator. After reviewing the literature and books investigator prepared video on the 
following aspects. Anatomy and physiology of the heart, meaning, pathophysiology and risk 
factors of Coronary Artery Disease, treatment modalities of CAD, care before, during and after 
the PTCA procedure, complications of PTCA and lifestyle modifications following PTCA.  
 
 
 PILOT STUDY 
Pilot study was conducted among 6 patients who have undergone PTCA & 6 of their 
spouses to ascertain the feasibility of the study. After conducting the pilot study investigator 
found that the study was feasible without any modification. 
DATA COLLECTION PROCEDURE 
Formal permission was obtained from the Chairman of the hospital and interventional 
cardiologist. Subjects were selected according to the selection criteria and rapport was 
developed. Investigator explained the need, purpose, benefits of the study and their right to 
withdraw from the study at any time if they wish. Informed consent was obtained from all the 
subjects. 
  Investigator collected the pretest information on the previous day of the PTCA procedure. 
After collecting the data, investigator provided video assisted teaching in a calm environment. 
Adequate explanation was given to the patient and spouse in an individualized manner for 20 to 
25 minutes. On the day of the PTCA once the patient was brought to coronary care unit 2 hrs 
after the procedure, the post test data was collected. 
STATISTICAL ANALYSIS 
The collected data was analyzed by using both descriptive and inferential statistics. 
Percentage analysis was used to describe the distribution of demographic variables. Mean and 
standard deviation were used to assess the anxiety and depression.  Paired “t” test was used to 
compare the pre test and post test data of the same group. Independent “t” test was used to 
compare the post test data between the experimental and control group. 
 
 CHAPTER IV 
DATA ANALYSIS AND INTERPRETATION 
            This chapter deals with the analysis and interpretation of the data collected to evaluate 
the effectiveness of videoassisted teaching on anxiety and depression of patients subjected to 
PTCA   and their spouses. 
Section A : Description of patients and their spouses according to demographic 
                                     characteristics. 
Section B : Comparison of level of anxiety of patients among experimental and    
control group. 
Section C : Comparison of level of anxiety of spouses among experimental and 
                                    control group.  
Section D :            Comparison of depression of patients among experimental and 
control group. 
 Section E : Comparison of depression of spouses among experimental and control  
group. 
Section F : To associate the anxiety score of patients with selected   demographic  
Variables 
Section  G : To associate depression of patients with selected   demographic  
variables 
Section H : To associate   the anxiety score of spouses with selected   
demographic variables 
Section I : To associate depression of spouses with selected demographic 
    variables                             
 
 
 
 
 
 SECTION A 
Table1: Description of patients according to demographic characteristics 
S.NO     Demographic variables Experimental group 
n =15 
Control group 
n=15 
F Percentage F Percentage 
01 Age in years 30 – 40 years 
 
40 – 50years 
 
50 – 60 years 
3 
 
7 
 
5 
20.0 
 
46.7 
 
33.3 
3 
 
8 
 
4 
20.0 
 
53.3 
 
26.7 
02  
 
 
 
Sex 
Male 
 
Female 
10 
 
5 
66.7 
 
33.3 
11 
 
4 
73.3 
 
26.7 
03 Type of family Nuclear 
 
Joint 
9 
 
6 
60.0 
 
40.0 
10 
 
5 
66.7 
 
33.3 
 
04  
 
Education 
 
Illiterate 
 
Primary education 
 
Secondary 
education 
 
Degree or diploma 
 
3 
 
5 
 
4 
 
3 
 
20.0 
 
33.3 
 
26.7 
 
20.0 
 
3 
 
6 
 
3 
 
3 
 
20.0 
 
20.0 
 
40.0 
 
20.0 
 05 
 
 
 
 
Nature of work Sedentary 
 
Moderate 
 
Heavy 
5 
 
6 
 
4 
33.3 
 
40.0 
 
26.7 
4 
 
9 
 
2 
26.7 
 
60.0 
 
13.3 
 
06 
 
Income per month 
 
Unemployed 
 
      <5000 
 
5001 – 10000 
    
    >10001 
4 
 
3 
 
6 
 
2 
26.7 
 
20.0 
 
40.0 
 
13.3 
3 
 
4 
 
7 
 
1 
20.0 
 
26.7 
 
46.7 
 
6.7 
 07 
 
 
 
 
 
 
 
08 
Associated illness 
 
 
 
 
 
 
 
Duration of illness 
Diabetes mellitus 
 
Hypertension 
 
DM and HT 
 
Hyperlipidemia 
 
Up to 1 year 
 
1 – 2 years 
 
More than  2 years 
4 
 
2 
 
6 
 
3 
 
4 
 
4 
 
7 
26.7 
 
13.3 
 
40.0 
 
20.0 
 
26.6 
 
26.6 
 
46.7 
4 
 
3 
 
7 
 
1 
 
4 
 
5 
 
6 
26.7 
 
20.0 
 
46.7 
 
6.7 
 
26.7 
 
33.3 
 
40.0 
 
Table 1:  Description of patients according to demographic characteristics. 
In relation to age group majority of the subjects 7(46.7%) patients in experimental group 
and 8(53.3%) in control group were in age group of 40- 50 years. Regarding sex most of the 
subjects were males 10(66.7)   in experimental group and 11(73.3%) in control group.  
In relation to type of family   9(60%) patients in experimental group and 10(66.7%) in 
control group belongs to nuclear family and 6(40%) in experimental group and 5(33.3%) in 
control group belongs to joint family.  
With regards to the educational status 5(33.3%) patients in experimental group and 
6(20%) in control group were educated up to primary level. In relation to nature of work 6(40%) 
patients in experimental group and 9(60%) in control group were moderate worker. In relation to 
income of the patients 6(40%) patients in experimental group and 7(46.7%) in control group had 
income of 5001 – 10000. 
 Regarding duration of illness majority were having more than 2yrs of illness duration 
7(46.7%) patients in experimental group and 6(40.0%) in control group. Regarding associated 
illness 6(40.0%) in experimental group and 7(46.7%) in control group were affected with 
diabetes mellitus and hypertension. 
 
 
 
  
 
 
Fig 2: Distribution of patients according to age in experimental group 
 
 
Fig 3: Distribution of patients according to age in control group 
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Fig 4: Distribution of patients according to sex in experimental group 
 
 
Fig 5: Distribution of patients according to sex in control group 
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 SECTION A 
Table 2: Description of spouses according to demographic characteristics 
S.NO                 Demographic variables Experimental group 
n =15 
Control group 
n=15 
F Percentage F Percentage 
01 Age in years 30 -40 
 
40- 50 
 
50 – 60 
5 
 
7 
 
3 
33.3 
 
46.7 
 
20.0 
6 
 
7 
 
2 
40.0 
 
46.7 
 
13.3 
02  Sex  
Male 
 
Female 
 
5 
 
10 
 
33.3 
 
66.7 
 
 
4 
 
11 
 
26.7 
 
73.3 
 
04  
 
Education 
 
Illiterate 
 
Primary education 
 
Secondary 
education 
 
Degree or diploma 
 
 
6 
 
3 
 
5 
 
1 
 
40.0 
 
20.0 
 
33.3 
 
6.7 
 
6 
 
2 
 
6 
 
1 
 
40.0 
 
13.3 
 
40.0 
 
6.7 
Table 2: Description of spouses according to demographic characteristics. 
The data shows that 7(46.7%) in experimental group and 7(46.7%)   in control group 
were in age group of 40 – 50 years. 
Regarding sex most of the subjects were females 10(66.7) in experimental group and 
11(73.3%) in control group and 5(33.3%) males in experimental group and 4(26.7%) in control 
group.  
With regards to the educational status the majority of the subjects were illiterate 6(40%) 
in experimental group and 6(40%) in control group and 3(20%) in experimental group and 
2(13.3%) in control group were educated up to primary level. 
 
 
  
Fig 6: Distribution of spouses according to age in experimental group 
 
 
Fig 7: Distribution of spouses according to age in control grou 
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 SECTION B 
Comparison of   patients level of anxiety among control group and experimental group 
Table 3:  Comparison of pre and post test anxiety level of patients in control group. 
                                                                                                                              n=15 
SI.NO ANXIETY Mean Standard 
deviation 
Paired “t” test 
01  
Pre test 
 
56.87 
 
 
4.75 
 
 
1.289 
(NS)  
02 
 
Post test 
 
55.60 
 
5.41 
NS – Not significant 
 Table 3 portrays that the obtained ‘t’ value for anxiety level of patients in control 
group is 1.289, the‘t’ value is  statistically not significant at any level. There is no significant 
change in the anxiety level of patients. 
. 
Table 4:  Comparison of pre and post test anxiety level of patients in experimental group     
                                                                                                                                        n = 15 
SI.NO ANXIETY Mean Standard 
deviation 
Paired “t” test 
01  
Pre test 
 
55.73 
 
4.08 
 
 
6.181**  
02 
 
Post test 
 
45.67 
 
4.49 
**P< 0.01 
Table 4 depicits the mean difference between the pre test and post test are 55.73 and 
45.67 respectively. The   obtained ‘t’ value for anxiety level of patients in experimental group is 
6.181.The ‘t’ value is statistically significant at 0.01 level. It reveals that there is significant 
difference in anxiety level of patients after receiving video assisted teaching. 
 
 
 
 Table 5: Comparison of pre test anxiety level of patients in experimental and control 
group.                                                                   
                                                                                                                                         n = 30 
SI.NO ANXIETY Mean Standard 
deviation 
Independent 
“t” test 
 
01 
Experimental group   
55.73 
 
4.08 
 
 
0.076 
(NS)  
02 
Control group    
56.87 
 
4.75 
NS - Not significant 
Table 5 conveys the obtained”t” value for  pre test anxiety level  of patients in 
experimental group and control group is 0.076, the ‘t’ value is not significant at any level. It 
shows that both the experimental and control group patients are statistically equivalent at the 
beginning of the experiment and the homogeneity is maintained. 
Table 6: Comparison of post test anxiety level of patients in experimental and control 
group 
                                                                                                                                            n = 30 
SI.NO ANXIETY Mean Standard 
deviation 
Independent 
“t” test 
 
01 
Experimental group 
Post test 
 
45.67 
 
4.49 
 
 
 
6.631**  
02 
Control group Post 
test 
 
55.60 
 
5.41 
**P<0.01 
 Table 6 portrays the obtained‘t’ value for anxiety level of patients in experimental group 
and control group is  6.631.The ‘t’ value is  statistically significant at 0.01 level. This shows that 
there is significant difference in the experimental group after giving video assisted teaching. 
 
 
 
  
 
 Fig 8: Comparison of pre test anxiety level of patients in experimental and control group.     
 
 Fig 9 :  Comparison of post test anxiety level of patients in experimental and control group 
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 SECTION C 
Comparison of level of anxiety of spouses among control group and experimental group. 
Table 7: Comparison of pre and post test anxiety level of spouses in control group. 
                                                                                                                                      n =15 
SI.NO ANXIETY Mean Standard 
deviation 
Paired “t” test 
01 Pre test 53.53 5.54  
1.740(NS) 
02 Post test 54.33 6.19 
NS – Not significant 
 Table 7 shows that the mean difference between pretest and post test are 53.53 
and 54.33. The  obtained‘t’ value for anxiety level of spouses in control group is  1.740, the‘t’ 
value is not  statistically significant at any level. 
Table8:  Comparison of pre and post test anxiety level of spouses in experimental group     
                                                                                                                                    n = 15 
SI.NO ANXIETY  Mean Standard 
deviation 
Paired “t” test 
01 Pre test 52.46 3.09  
5.836** 
02 Post test 43.40 5.57 
**P< .01 
Table 8   implies the obtained mean difference between the pre test and post test are 
52.46 and 43.40 respectively. The   ‘t’ value for anxiety level of spouses in experimental group is 
5.836. The‘t’ value is statistically significant at 0.01 level. This shows that there is change in 
level of anxiety of spouses after video assisted teaching 
 
 
 
 
 
 Table 9:  Comparison of pre test anxiety level of spouses in experimental and control 
group.                                                                 
                                                                                                                               n = 30 
SI.NO ANXIETY Mean Standard 
deviation 
Independent 
“t” test 
01 Experimental group  
 
52.47 
 
3.09  
0.651(NS) 
02  Control group  53.53 
 
5.54 
NS - Not significant 
Table 9 illustrates the obtained‘t’ value for anxiety of spouses in experimental group and 
control group is 0.651, the ‘t’ value is not significant at any level. This shows that both the 
experimental and control group spouses are statistically equivalent at the beginning of the 
experiment and the homogeneity is maintained. 
Table 10: Comparison of post test anxiety level of spouses in experimental and control 
group 
                                                                                                                                    n = 30 
SI.NO ANXIETY Mean Standard 
deviation 
Independent 
“t” test 
 
01 
Experimental group 
Post test 
 
43.40 
 
5.57 
 
 
 
5.085** 
 
02 
Control group Post 
test 
 
54.33 
 
6.19 
**P<0.01 
   Table 10 shows that obtained‘t’ value for anxiety level of spouses in experimental group 
and control group is  5.085.The ‘t’ value is statistically significant at 0.01 level. This shows that 
there is significant difference in the experimental group of spouses after giving video assisted 
teaching.  
 
 
  
 
 Fig 10: Comparison of pre test anxiety level of spouses in experimental and control group.   
 
 
 
 Fig 11: Comparison of post test anxiety level of spouses in experimental and control group 
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 SECTION D 
Comparison of depression of patients among control group and experimental group 
Table 11  :  Comparison of pre and post test depression of patients in control group. 
                                                                                                                              n=15 
SI.NO DEPRESSION  Mean Standard 
deviation 
Paired “t” test 
 
01 
 
Pre test 
 
17.73 
 
2.25 
 
 
0.130(NS)  
02 
 
Post test 
 
17.67 
 
0.98 
NS – Not significant 
 Table 11 shows that the obtained  ‘t’ value for the depression  of patients  
between pretest and post test  control group is 0.130, the‘t’ value is not  statistically significant at 
any level. 
Table 12:  Comparison of pre and post test depression of patients in experimental group     
                                                                                                                                          n = 15 
 
SI.NO 
 DEPRSSION  Mean Standard 
deviation 
Paired “t” test 
01 Pre test 17.80 2.83  
0.494(NS) 
 
02 
 
Post test 
 
17.60 
 
3.24 
NS - Not significant 
Table 12 shows the obtained‘t’ value for depression of patients in experimental group is 
0.494. The‘t’ value is not statistically significant at any level. This shows that there is no 
significant change in depression of patients in experimental group. There is no change in 
depression of patients after video assisted teaching. 
 
 
 
 
 Table 13 : Comparison of pre test depression of patients in experimental and control 
group.                                                                   
                                                                                                                               n = 30 
SI.NO  DEPRESSION  Mean Standard 
deviation 
Independent 
“t”test 
 
01 
Experimental group   
17.80 
 
2.833 
 
 
0.071(NS) 
 
02 
Control group   
17.73 
 
2.251 
NS - Not significant 
Table 13 shows the obtained ’t’ value for depression of patients in experimental group 
and control group is 0.071, the‘t’ value is not  statistically significant at any level. This shows 
that both the experimental and control group of patients are statistically equivalent at the 
beginning of the experiment and the homogeneity is maintained. 
Table 14: Comparison of post test depression of patients in experimental and control group 
                                                                                                                                             n = 30 
SI.NO DEPRESSION  Mean Standard 
deviation 
Independent 
“t” test 
 
01 
Experimental group 
Post test 
 
17.60 
 
3.24 
 
 
0.077(NS) 
 
02 
Control group Post 
test 
 
17.67 
 
0.98 
NS – Not significant 
 Table 14shows that obtained‘t’ value for depression of patients in experimental group 
and control group is  0.077.This shows that there is no significant difference in depression and 
the intervention is not effective in depression of patients. 
 
  
Fig 12 : Comparison of pre test depression of patients in control and experimental group.    
 
 
 Fig 13: Comparison of post test depression of patients in experimental and control group 
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 SECTION E 
Comparison of depression of spouses among  control group and experimental group. 
 
Table 15 : Comparison of pre and post test depression of spouses in control group.                                                                                                                             
            n =15 
SI.NO  DEPRESSION  Mean Standard 
deviation 
Paired “t” test 
01 Pre test  
16.93 
 
1.944 
 
 
0.636(NS) 
02 Post test  
16.67 
 
1.839 
NS – Not significant 
 Table 15 shows that the obtained ‘t’ value for  pre test and post test depression of 
spouses in control group is 0.636, the‘t’ value is not statistically  significant at any level. 
 
Table 16:  Comparison of pre and post test depression of spouses in experimental group     
                                                                                                                                    n =15 
SI.NO DEPRESSION  Mean Standard 
deviation 
Paired” test 
 
01 
 
Pre test 
 
17.00 
 
2.80 
 
 
0.459(NS) 
 
02 
 
Post test 
 
16.87 
 
2.62 
NS - Not significant 
Table 16  shows the obtained ‘t’ value for depression of spouses in experimental group is 
0.459.The‘t’ value is not  statistically significant at any level. It reveals that there is no change in 
depression of spouses before and after receiving video assisted teaching. 
 
 
 
 
 Table 17:  Comparison of pre test depression of spouses in experimental and control group.                                                                  
                                                                                                                               n =30 
SI.NO DEPRESSION  Mean Standard 
deviation 
Independent 
“t”test 
01 Experimental group   
17.00 
 
2.803 
 
 
0.076(NS) 
02  Control group   
16.93 
 
1.944 
NS - Not significant 
Table 17 portrays the obtained‘t’ value for depression of spouses in experimental group 
and control group is 0.076, the‘t’ value is not statistically significant at any level. This shows that 
both the experimental and control group of spouses are statistically equivalent at the beginning of 
the experiment and the homogeneity is maintained. 
Table 18   : Comparison of post test depression of spouses in experimental and control 
group 
                                                                                                                                    n =30 
SI.NO DEPRESSION  Mean Standard 
deviation 
Independent 
“t” test 
 
01 
Experimental group 
Post test 
 
16.87 
 
2.62 
 
 
0.242(NS) 
 
02 
Control group Post 
test 
 
16.67 
 
1.84 
NS – Not significant 
  Table 18 depicits that obtained‘t’ value for depression of spouses in experimental  and 
control group is  0.242.The ‘t’ value is  not  statistically significant at any level. This shows that 
there is no significant change in the depression of spouses after video assisted teaching. 
 
 
 
  
  Fig 14: Comparison of pre test depression of spouses in experimental and control group.      
 
 
Fig 15: Comparison of post test depression of spouses in experimental and control group 
 
 
 
17 16.93
Experimental Group Control Group
Experimental Group
Control Group
Experimental Group Post 
Test Control Group Post Test
16.87
16.67
Experimental Group 
Post Test
Control Group Post Test
 SECTION F 
To associate anxiety score of patients with selected demographic variables  
Table 19: Anxiety among patients and sex  
                                                                                                                            n = 15 
SI.NO      Age     N Mean Standard 
deviation 
Independent 
“t” test 
 
01 
 
Male 
 
10 
 
46.30 
 
4.57 
 
 
0.759(NS) 
 
02 
 
Female 
 
5 
 
44.40 
 
4.56 
NS – Not significant 
Table 19 shows the obtained‘t’ value of 0.759 is not significant at any level. This shows 
that there is no significant association between anxiety of patients and sex. 
SECTION G       
To associate the depression of patients with selected demographic variables   
Table 20: Depression among patients and sex 
                                                                                                                           n =15 
SI.NO      Sex  N Mean Standard 
deviation 
Independent 
“t” test 
 
01 
 
 Male 
 
10 
 
17.40 
 
2.17 
 
 
0.329(NS) 
 
02 
 
Female 
  
5 
 
18.0 
 
5.04 
NS – Not significant 
Table 20 shows the obtained‘t’ value of 0.329 is not significant at any level. This shows 
that there is no significant association between depression of patients and sex. 
 
 
 
 
 SECTION H 
To associate anxiety score of spouses with selected demographic variables  
Table 21:  Anxiety among spouses and sex  
                                                                                                                          n =15 
SI.NO      Age     N Mean Standard 
deviation 
Independent 
“t” test 
 
01 
 
Male 
 
5 
 
39.40 
 
3.04 
 
 
2.23** 
 
02 
 
Female 
 
10 
 
45.40 
 
5.54 
**P< 0.01 significant 
Table 21 conveys the obtained‘t’ value is  2.23 which  is significant at 0.05 level. There is 
a significant association between anxiety of spouses and  their sex which shows that female 
spouses had more anxiety compared to male spouses. 
SECTION I       
To associate   depression of spouses with selected demographic variables                  
Table 22: Depression among spouses and sex  
                                                                                                                             n =15 
SI.NO      Age    N Mean Standard 
deviation 
Independent 
“t” test 
 
01 
 
Male 
  
5 
 
16.80 
 
4.32 
 
 
0.067(NS) 
 
02 
 
Female 
 
10 
 
16.90 
 
1.52 
NS – Not significant    
Table 22 shows the obtained‘t’ value of 0.067 which is not statically significant at any 
level. This shows that there is no significant association between depression of spouses   and  
their sex. 
 
 
 CHAPTER   V 
DISCUSSION, SUMMARY, CONCLUSION, IMPLICATIONS 
LIMITATIONS AND RECOMMENDATIONS 
This chapter deals with discussion, summary and conclusion drawn. It also deals with the 
limitations of the study, implications and recommendations   for further research in different 
means. 
Two group quasi experimental pre test post test was adopted to evaluate the effectiveness 
of video assisted teaching on anxiety and depression among patients subjected to PTCA and their 
spouses at KMCH, Coimbatore. 
It was decided to do the study with 60 subjects, out of which 30 subjects ,15 patients and 
15 of their spouses were assigned in experimental group and  remaining 30 in which 15  patients 
and 15 of their spouses were assigned in control group. The subjects in the experimental group 
received video assisted teaching and the control group received only routine instruction given in 
the hospital.  
 
1) The first objective of the study was to assess the effectiveness of video assisted teaching 
on level of anxiety among patients subjected to PTCA and their spouses. 
In order to identify the effectiveness of video assisted teaching on level of anxiety among 
patients   subjected to PTCA and their spouses, investigator assessed the level of anxiety before 
and after the intervention. 
Comparison of the pre and post test anxiety level of patients in control group 
The paired   ‘t’ value of the pre and post test anxiety level of patients in control group 
was 1.289   which was not statistically significant at any level. This showed that there is no 
significant difference in the anxiety level of patients   in control group. 
Comparison of the pre and post test anxiety level of patients in experimental group 
 The mean pretest score of experimental group was 55.73 and mean post test score after 
video assisted teaching was 45.67. The paired‘t’ value for anxiety level of patients in 
experimental group was 6.181, which was statistically significant at 0.01 level. The above 
findings shown that there    is significant   change in anxiety level of patients among    
experimental group after receiving video assisted teaching. 
 
 Comparison of the pre test anxiety level of patients in experimental and control group 
  The independent‘t’ value in    experimental and control group was 0.076 which was not 
statistically significant at any level. This showed   that patients in experimental   and   control 
group had same anxiety level before intervention. Homogeneity was maintained. 
Comparison of post test anxiety level of patients in experimental and control group 
The independent‘t’ value of   post test anxiety scores of patients in experimental and 
control group   was 6.631,   which was statistically significant at 0.01 level. This showed   that 
there is a significant change in anxiety level of patients after the intervention. 
Comparison of the pre and post test anxiety level of spouses in control group 
The paired‘t’ value of pre test and post test anxiety score in control group was 1.740   
which was not statistically significant at any level. This showed that there is no significant 
difference in the anxiety level of patients in control group. 
Comparison of the pre and post test anxiety level of spouses in experimental group  
  The mean pretest score of experimental group was 52.46 and mean post test score after 
video assisted teaching was 43.40. The paired‘t’ value for anxiety level of patients in 
experimental group was 5.836 and‘t’ value was statistically significant at 0.01 level. These 
findings showed that there is significant change in anxiety level of spouses among experimental   
group after receiving video assisted teaching. 
Comparison of the pre test anxiety level of spouses in experimental and control group 
  The independent‘t’ value in experimental   and control group was 0.651 which was not   
statistically significant at any level. This showed that spouses in experimental and control group 
had same anxiety level before intervention.  
Comparison of post test anxiety level of spouses in experimental and control group 
. The independent‘t’ value of post test anxiety scores of spouses in experimental and 
control group was 5.085, which was statistically significant at 0.01 level. This showed that there 
is significant change in anxiety level of spouses after receiving the intervention. 
In the present study there is significant change in the level of anxiety among those who 
received video assisted teaching   than those who did not receive vide assisted teaching.   The 
researcher found that   anxiety of patients subjected to PTCA and their spouses was considerably 
reduced as the result of video assisted teaching. Hence the first hypothesis is accepted. There is 
significant difference in the level of anxiety between those who receive video assisted teaching 
and those who do not receive. 
 
 The present study is supported by the following study. Renga   et al (2003) studied the 
effectiveness of informative video on reducing anxiety level and patient satisfaction among 
patients undergone elective coronary angiography. The patients in control group received 
standard routine care while the informative video was shown to the experimental group only. 
The Spielberger scale was used to measure anxiety level before the procedure and satisfaction of 
the received information was measured by using a scale with semantic indication. There was a 
significant change in the level of anxiety and satisfaction of the information received. Anxiety   
level and level of satisfaction of the received information of the experimental   group was 
significant at 0.01 level. This is accepted that informative video is an instrument to lower anxiety 
levels and increases the level of satisfaction. 
2) The second objective of the study was to assess the effectiveness of video assisted 
teaching on depression among patients subjected to PTCA and their spouses. 
Comparison of the pre and post test depression of patients in control group 
The paired‘t’ test of pre and post test depression score in control group was 0.130 which 
was not statistically significant at any level. This showed that there is no significant difference in 
the depression of patients in control group. 
Comparison of pre and post test depression of patients in experimental group 
The mean pretest score of experimental group was 17.80 and mean post test score after 
video assisted teaching was 17.60. The paired‘t’ value for the depression of patients in 
experimental group was 0.494 which was not statistically significant at any level. Even though 
the paired ‘ t’ test score was not statistically significant there was slight changes in the  mean 
post test score of spouses.  
Comparison of the pre test   depression of patients in experimental and control group 
  The independent ‘t’value in experimental and control group was 0.071, which was not 
statistically significant at any level. This   showed that patients in experimental and control group 
had same depression before the   intervention. Homogeneity was maintained. 
 
 
 
Comparison of post test depression of patients in experimental and control group 
The independent‘t’ value of post test depression scores of patients in experimental and control 
group was 0.077 which was not statistically significant at any level. This showed that there is no 
significant change in depression of patients after the intervention.  
 Comparison of the pre and post test depression of spouses in control group 
The paired ‘t’test of pre and post test depression score of spouses in control group was 0.636 
which was not statistically significant at any level. This shows that there is no significant 
difference in depression of spouses in control group 
Comparison of the pre and post test depression of spouses in experimental group  
The mean pretest score of experimental group was 17.00 and mean post test score after 
video assisted teaching was 16.87. The paired‘t’ value for the depression of spouses in 
experimental group was 0.459 which was not   statistically significant at any level. Even though 
the paired‘t’ test score was not statistically significant there was slight changes in the  mean post 
test score of spouses.  
Comparison of the pre test depression of spouses in experimental and control group 
  The independent‘t’ value between experimental and control group was 0.076 which was 
not statistically significant at any level. It shows that spouses in experimental group and control 
group had same depression before the intervention.  
Comparison of post test depression of spouses in experimental and control group 
 The independent‘t’ value between the post test depression score of spouses in 
experimental and control group was 0.242 which was not statistically significant at any level. 
This revealed that there is no significant change in depression after the intervention.  
In the present study there is no significant change in the depression of patients and  their 
spouses in experimental group.  But there are slight changes in the mean post test score of 
patients and their  spouses.  
 
3.  To associate the level of anxiety and depression   with selected demographic variables 
among patients subjected to PTCA. 
The independent‘t’ value of anxiety with sex of the patient was 0.759 which was not 
statistically significant at any level. No significant association between anxiety and sex of the 
patients. 
The independent ‘t’ value of depression with sex of the patient was 0.329  which was not 
statistically significant at any level. No significant association between depression and their  sex 
of the patients. 
 
4. To associate the level of anxiety and depression   with selected demographic variables 
among spouses of patients subjected to PTCA. 
 The independent   ‘t’ value of anxiety with sex of the spouse was 2.23 which were 
statistically significant at 0.05 level. There is   significant association between anxiety and sex of 
the spouses. Female spouses had more anxiety than the male spouses. 
The independent   ‘t’ value of depression with sex of the spouse was 0.067 which was not 
statistically significant at any level. No significant association between depression and sex of the 
spouses. 
 
SUMMARY 
The study was conducted to assess the effectiveness of video assisted teaching on anxiety 
and depression among patients subjected to PTCA and their spouses at KMCH, Coimbatore. 
The objectives of the study were to 
1. assess the effectiveness of video assisted teaching on level of anxiety among patients 
subjected to PTCA and their spouses. 
2. determine the effectiveness of video assisted teaching on depression among patients 
subjected to PTCA and their spouses. 
3. associate anxiety and depression with selected demographic variables among patients 
subjected to PTCA. 
4.  associate anxiety and depression with selected demographic variables among spouses of 
patients subjected to PTCA. 
 
Major findings of the study  
1. The obtained ‘t’ value 6.181 shows that there is statistically significant difference in  pre 
test and post test anxiety level of patients in experimental group at 0.01 level. 
2. The obtained   ‘t’ value 0.076 shows that there is no statistically significant difference 
between pretest anxiety level of patients in experimental   and control group at any level. 
3. The obtained‘t’ value 6.631 shows that there is statistically significant difference in post 
test   anxiety level of patients in experimental   and control group at 0.01 level. 
4. The obtained‘t’ value 0.651 shows that there is no statistically significant difference in 
pretest anxiety level of spouses in experimental   and control group.   
5. The obtained‘t’ value 5.836 shows   that there is statistically significant difference in pre 
test and post test anxiety level of spouses in experimental group. 
6. The obtained‘t’ value 5.085 shows  there is  statistically significant difference in post test   
anxiety level of spouses in experimental group and control. 
 7. The obtained ‘t’ value 0.494 shows that there is no statistically significant  difference in 
pre test  and post test depression of patients in experimental group  
8. The obtained‘t’ value 0.077 shows that there is no statistically difference in post test 
depression of patients in experimental group and control group. 
9. The obtained‘t’ value 0.459 shows that there is no statistically significant pre test and 
post test depression of spouses in experimental group. 
10. .The obtained‘t’ value 0.242 shows that there is no statistically significant post test   
depression of spouses in experimental group and control group.  
CONCLUSION 
The   results of the study showed that there is significant difference in the level of anxiety 
among patients and spouses in experimental group compared to control group. Anxiety level of 
patients and their spouses can be reduced with the aid of video assisted teaching. Adequate pre 
procedural information promotes   confidence and thereby reduces complication 
The present study showed that there is no statistically significant difference in depression 
among patients and their spouses between control group and experimental group. There is no 
change in depression of patients and their spouses those who received video assisted teaching. 
 
IMPLICATIONS  
The study has implication for nursing practice, nursing education, nursing administration and 
nursing research. 
Nursing practice 
1. Through this study it has shown that video assisted teaching reduce the level of anxiety of 
patients subjected to PTCA and their spouses. Pre procedural information to the patients 
and spouses will be helpful to make awareness about lifestyle modifications and thereby 
reduce the recurrence of problems.  
2. Nurses can be involved in providing video assisted teaching, so as to reduce further 
complications of anxiety and depression such as recurrent ischemic events, arrhythmias 
and sudden cardiac death. 
3. Video assisted teaching can be applied in other procedures such as colonoscopy and 
endoscopy. Video assisted teaching can be   routinely practiced in the hospitals. 
 
 
 Nursing education 
1. Effective in-service training can be given to the nurses and students ,so that they can 
prepare the video and provide adequate information on the particular procedure.  
2. Students and staff should gain knowledge regarding the measures to reduce anxiety and 
depression among patients and their family members. 
3. Students and staff should recognize the importance of giving information and provides 
adequate information to the patients and their family members. 
4. The nursing curriculum should equip the students with adequate knowledge and 
should teach them the use of various technologies for imparting knowledge to 
the patients. 
 
Nursing administration 
1. Nursing administrator can conduct regular in-service training to the staff nurses and 
students to improve the standard of nursing care. 
2. Nursing administrator can prepare policies about the fulfillment of patient’s information 
adequacy. 
3. Nursing administrator can co ordinate and make arrangements for video assisted teaching 
on various procedures. 
 
Nursing research 
1. The findings of the present study can be a foundation to conduct   planned pre procedural 
information on larger samples to generalize the findings.  
2. The study can be conducted to assess video assisted pre procedural information on other 
procedures such as colonoscopy, endoscopy and angiography. 
LIMITATIONS 
1. Study   was limited to a small sample size. 
2. Duration of study was limited to six weeks. 
3. Study   was   limited to literate patients who could read and write Tamil or English. 
4. Study was   limited to the patients undergone angioplasty first time only. 
 
 
 
 
 RECOMMENDATIONS 
1. The study can be replicated involving larger population and sample for longer period. So 
that findings can be generalized. 
2. A similar study can be done in different settings. 
3. A similar study can be done on other procedures such as bronchoscopy and calposcopy. 
4.  Comparative study can be done between male and female patients. 
5. Further research can be conducted on the quality of life of patients undergone PTCA and 
their spouses. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
ABSTRACT 
 
The present study entitled “A study to assess the effectiveness of video assisted 
teaching on anxiety and depression among patients subjected to PTCA and their spouses at 
KMCH, Coimbatore” was undertaken   during the year 2010 – 2011 in partial fulfilment of the 
requirement for the degree of master of science in Nursing at KMCH College Of Nursing, Which 
is affiliated to Dr. M. G. R Medical University, Chennai. 
Objective: To assess the effectiveness of video assisted teaching on level of anxiety and 
depression among patients subjected to PTCA and their spouses. To compare the pre test and 
post test level of anxiety and depression among patients subjected to PTCA and their spouses. To 
associate the relationship between selected demographic variables with level of anxiety and 
depression among patients subjected to PTCA and their spouses. Design: Quasi experimental 
research design. Setting:  Kovai Medical Center& Hospital, Coimbatore. Sample: 60 subjects 
both male and female 30 – 60 years old   subjected to PTCA first time and their spouses were 
recruited for the study of which 30 were in control group and another 30 in experimental group. 
Sampling technique: Non randomized purposive sampling technique was used to select the 
sample for this study. Conceptual frame work: Imogene King’s Goal Attainment Model 
was adopted for this study. Data collection: Zung Self Rating Anxiety Scale and Beck 
Depression Inventory were used to assess anxiety and depression. Intervention: The 
intervention for the study was video assisted teaching. Routine hospital instruction was given to 
the control group while routine hospital instruction plus video assisted teaching prepared by the 
researcher was given to experimental group. Findings: There was decrease in level of anxiety 
and there was no statistically significant change in depression. Conclusion: Video assisted 
teaching is an effective method to reduce anxiety among patients subjected to PTCA and their 
spouses and it can be introduced by nurses and physicians before any procedure 
 
 
 
 
 
 
 
 REFERENCES 
BOOKS 
1. Alpert, J.S., & Francis, G.S. (2000).Handbook of Coronary Care. (6th ed.).  Philadelphia: 
Lippincott Williams & Wilkins. 
2. Black, J.M., Hawks, J.H., & Kenne, A.M. (1997). Medical surgical Nursing: Clinical 
management for positive outcomes.  (5th ed.).   Philadelphia: W.B.Saunders Company. 
3. Braunwald.,   Fauci.,  Kasper., Hauser., Longo., & Jameson. (2001). Harrison’s Principles 
of Internal  Medicine. (15th ed.). New York: Mc Graw Hill Medical publishers. 
4. Burns, N., & Grove, S.K. (1999). Understanding Nursing Research. Philadelphia: W.B. 
Saunders Company. 
5. Eihance, D.N., Elhance, V., & Aggarwal, B.M. (1998). Fundamentals of Statistics. New 
Delhi: Kitab Mahal agencies. 
6. Finkelmeier, B.A. (2000). Cardiothoracic Surgical Nursing. (2nd ed.). Philadelphia: 
Lippincott. 
7. Froelicher, V.F., & Myers, J. (2006). Exercise and the Heart. (5th ed.). Philadelphia: 
Saunders. 
8. Guzzetta, C.E., & Dossey, B.M. (1992).Cardiovascular nursing: Holistic Practice. 
StLouis Missouri: Mosby Elsevier. 
9. Hatchett, R., & Thompson, D.R. (2007).Cardiac nursing: A Comprehensive Guide. (2nd 
ed.). London: Churchvill Livingstone. 
10. Kaplow, R., & Hardin, S.R. (2007). Critical Care Nursing: Synergy for Optimal 
Outcomes.  London: Jones and Bartlett publishers. 
11. Kothari, C.R. (1990). Research methodology. Jaipur: Jaypee brothers. 
12. Lewis, S.M., Heitkemper, M.M., Dirksen, S.R., O’Brien, P.G., & Bucher, L. (2000). 
Medical Surgical Nursing: Assessment and Management of Clinical Problems. London: 
Mosby. 
13. Libby., Bonow., Mann., &  Zipes. (2008). Braunwald’s Heart Diseases: A Text Book of 
Cardiovascular Medicine. (8th ed.).  Philadelphia: Saunders. 
14. McEwen, M., & Wills, E.M. (2002). Theoretical Basis for Nursing. Philadelphia: 
Lippincott Williams & Wilkins. 
15. Monahan, D.F., Neighbors, M., Sands, K.J., Marek, F.J., & Green, J.C. (2003). Phipps 
Medical Surgical Nursing Health and Illness Perspectives. (8th ed.). StLouis Missouri: 
Mosby Elsevier. 
 16. Pakshow, F.J., & Dafoe, W.A. (1993). Clinical Cardiac Rehabilitation: A Cardiologist’s 
Guide. (2nd ed.).  Philadelphia: Williams & Wilkins. 
17. Pillai, R.S.N., & Bagavathi, V. (2006). Statistics Theory and Practice. New Delhi: S. 
Chand and company limited. 
18. Polit, D.F., & Beck, C.T., (2008).Nursing Research: Generating and Assessing Evidence 
For Nursing Practice. (8th ed.). Philadelphia: Lippincott. 
19. Polit, D.F., & Hungler, B.P. (1999). Nursing Research: Principles And Methods. 
Philadelphia: Lippincott. 
20. Rao, G.H.R., & Thanikachalam, S., (2005). Coronary Artery Disease: Risk promoter, 
Pathophysiology and Prevention. New Delhi: Jaypee brothers. 
21. Smeltzer, S.C., Bare, B.G., Hinkle, J.L., & Cheever, K.H. (1996). Brunner and 
Sudharth’s Text book of Medical Surgical Nursing. Philadelphia: Lippincott. 
22. Swanton, R.H. (1998).Cardiology. (4th ed.). India: Panther publications. 
23. Udwadia, F.E. (2007).Principles of Critical Care. (2nd ed.). New Delhi :Oxford 
University Press. 
24. Urden, L.D., Stacy, K.M., & Lough, M.E. (1990). Thelan’s Critical Care Nursing: 
Diagnosis and Management. (4th ed.). StLouis Missouri:  Mosby Elsevier. 
25. Wenger, N.K., & Hellerstein, H.K. (1994). Rehabilitation of the Coronary Patient.(3rd 
ed.) .London : Churchvill Livingstone. 
26. Woods, L.S., Froelicher, S.S.E., Motzer, U.S., & Bridges. J.E. (2005).Cardiac Nursing. 
(5thed.). Philadelphia: Lippincott. 
27. Yealekar, S.V. (1998). Health Problems Associated with Coronary Artery Diseases: 
Cardiac Nursing. India: Panther publications 
JOURNALS 
28. Amin, A.A., Jones, A.M., Nugent, K., Rumsfeld, J.S., &  Spertus, J.A. (2006). The 
prevalence of unrecognized depression in patients with acute coronary syndrome. 
American Heart Journal, 152 (5), 928-934. 
29. Astley, C.M., Chew, D.P., Aylward, P.E., Molloy, D.A., &  Pasquale, C.G., (2008). 
Comparing verbal, written and animated audiovisual information delivery, during consent 
for coronary angiography. Heart Lung and Circulation, 17(1), 25-32. 
30. Campbell, M., & Torrance ., C.(2005). Coronary Artery risk factors. Australian Journal 
of Advanced Nursing, 22(4),     26 – 31 
 31. Cheok, F., Schrader, G., Banham, D., Marker, J., &  Hordacre, A. (2003). Identification, 
course, and treatment of depression after admission for a cardiac condition: rationale and 
patient characteristics for the Identifying Depression as a Co-morbid Condition (IDACC) 
Project. American Heart Journal, 146 (6), 978-984.  
32. Denollete, J., Spindler, H., Pederson, S .S.,  &  Andrew, T. L. (2006).  Anxiety enhances 
the detrimental effect of depressive symptoms on health status following percutaneous 
coronary intervention. Journal of psychosomatic research, 61(24), 783 – 789. 
33. Dendale, P., Berger, J., Hansen, D., Vaes, J., Benit, E., & Weymans, M. (2005). Cardiac 
rehabilitation reduces the rate of major adverse cardiac events after percutaneous 
coronary intervention. European Journal of Cardiovascular Nursing, 42 (2), 113 -116.  
34. Donald, S., (2001).Negative emotions &Coronary Heart Disease, casually related or 
merely coexistent ?A review of Scavendian Journal of Psychology. 
35. Enzenhofer, M., Bludau, M.H., Komm, N., & Wild, M.(2008). Improvement of the 
Educational Process by Computer-based Visualization of Procedures: Randomized 
Controlled Trial. Journal of Medical Internet Research, 6(2).126-129. 
36. Grace, S.L., Abbey, S.E., Irvine, J., Shnek, Z .M., &  Stewart, D.E. (2004). Prospective 
examination of anxiety persistence and its relationship to cardiac symptoms and recurrent 
cardiac events. Journal of Psychotherapy and Psychosomatics, 73(6), 344-352.  
37. Gulanick, M., Bliley, A., Perino, B., & Keough V. (1997). Patients' responses to the 
angioplasty experience: a qualitative study. American Journal of Critical Care, 6(1), 25-
32.  
38. Higgins, H., Hayes, R., & McKenna, T. (2001). Rehabilitation outcomes following 
percutaneous coronary interventions (PCI): Patient Education and Counselling. British 
Medical Journal, 43 (3), 219-230.  
39. Kawachi, I., Sparrow, D., Vokonas, P.S., & Weiss ,S.T.(1995). Decreased heart rate 
variability in men with phobic anxiety (data from the Normative Aging Study). American 
Journal of Cardiology, 75(14), 882-885. 
40. Kuper, H., Marmot, M., & Hemingway, H. (2002). Systematic review of prospective 
cohort studies of psychosocial factors in the etiology and prognosis of coronary heart 
disease. Journal of American College of Cardiology, 60(2), 267-314.  
41. Lane, D., Carroll, D., & Ring C. (2000).  Do depression and anxiety predict recurrent 
coronary events   12 months after myocardial infarction? International Journal of 
medicine, 93(11), 739-744. 
 42. Leonard, A., & John, P. (2004). Anxiety and post traumatic stress disorders and 
depression in patients with Coronary Artery Disease. Journal of Cardio Pulmonary 
Rehabilitation,24(6), 414 - 421 
43. Liao, L.,  Jollis , G.,  DeLong, E.R.,  Peterson, E .D., &  Morris ,D .K.(2008). Impact of 
an interactive video on decision making of patients with ischemic heart disease. Journal 
of General Internal Medicine, 11(6), 373-376. 
44. Lukkarinen, H. (2009). Experiences of the onset of coronary artery disease in a spouse. 
European Journal of Cardiovascular Nursing, 2(3), 189-194. 
45. Lyons A.C.,  & Fanshawe C. (2002). Knowledge, communication and expectancies of 
cardiac catheterization: the patient's perspective. Psychology, Health and Medicine, 7(4), 
461-467. 
46. Moser, D. K., Dracup, K. A., & Marsden, C. (2004)).  Needs of recovering cardiac 
patients and their spouses: compared views. International Journal of Nursing Studies, 
30(2), 105 -114. 
47. Philippe, F., Meney, M., Larrazet, F., Ben, A.F., Dibie, A.,  & Meziane, T. (2006). 
Effects of video information on informed consent in patients undergoing coronary 
angiography. American Journal of Nursing, 99(2), 95-101.  
48. Renga, G., Ruffinengo, C., & Version, E. (2003). Effectiveness of an informative video 
on reducing anxiety levels in patients undergoing elective coronarography: An RCT. 
European Journal of Cardiovascular Nursing, 8(1), 57-61. 
49. Romanelli, J., Fauerbach, J.A., Bush, D.E., &  Ziegelstein, R.C. (2002). The significance 
of depression in older patients after myocardial infarction. Journal of the American 
Geriatric Society, 50 (5), 969-970. 
50. Rozanski, A., Blumenthal, J.A., &  Kaplan, J. (1999). Impact of psychological factors on 
the pathogenesis of cardiovascular disease and implications for therapy. Journal of 
American Heart Association, 99(31), 2192-2217.  
51. Sader ., S et.al(2008). Anxiety , self efficacy, expectations and social support in patients 
after Coronary Angioplasty and Coronary Bypass. Iranian Journal Of Public 
Health,37(4),119 - 225 
52. Shaw .M.J., Beebe, T.J., Tomshine, P.A., Adlis, S.A., & Cass, O.W. (2004). 
Improvement of the educational process by computer based visualization of procedures: 
RCT. Journal of Medical Internet Research, 6(2), 342 – 351. 
 53. Thompson, D.R. (1998). A randomized controlled trial of in-hospital nursing support for 
first time myocardial infarction patients and their partners: effects on anxiety and 
depression. Journal of Advanced Nursing, 14(3), 291–297.  
54. Timm Reed, (2008).Reducing Patient Anxiety Pre-cardiac Catheterization  Education. 
Cathlab digest. 16(2), 213-215.  
55. Tootha, L.R., McKenna, K.T.,  & Maas, F. (1996). Preadmission education/ counselling 
for patients undergoing coronary angioplasty: impact on knowledge and risk factors. 
Australian and New Zealand Journal of Public Health, 22 (5), 583-588. 
56. Trotter. R., Gallagher, R., & Donoghue. J., (2010). Anxiety in patients undergoing 
percutaneous coronary intervention. Heart &Lung :The journal of acute and critical 
care,17(2),243 – 247. 
 
ONLINE  ABSTRACTS  
57. Allison, T.G., Williams D.E.,  &  Miller T.D. (1995). Medical and economic costs of 
psychologic distress in patients with coronary artery disease. Retrieved from   
www.Google.com. 
58. Astin, F., Jones, K.,   & Thompson, D.R. (2005).Prevalence and patterns of anxiety and 
depression in patients undergoing elective percutaneous transluminal coronary 
angioplasty. Retrieved from www.Pubmed.com. 
59. Barth, J., Schumacher, M.,   & Herrmann, L.C. (2004). Depression as a risk factor for 
mortality in patients with coronary heart disease: a meta-analysis. Retrieved from 
www.Psychosomatic Medicine.org. 
60. Brand, K.P., & Brennan, E. (1994). How well is your patient prepared for an angioplasty? 
An insider’s view. Retrieved from www.Pub med.com 
61. Bunker, S.J., Colquhoun, D.M., &  Esler M. (2003). "Stress" and coronary heart disease: 
psychosocial risk factors.Retrieved from www.Pubmed.com.  
62. Carinci, F., Nicolucci, A., &  Ciampi, A. (1997). Role of interactions between 
psychological and clinical factors in determining 6-month mortality among patients with 
acute myocardial infarction, Application of recursive partitioning techniques to the 
GISSI-2 database.Retrieved from www.pubmed.com 
63. Dudek, D., Siwek, M.,  Datka, W.,   Wróbel, A.,  &  Zieba , A.(2007). The evolution of   
depressive symptoms in coronary artery disease patients after successful coronary 
angioplasty. Retrieved from www.Pubmed.com.   
 64. Frasure-Smith, N., &  Lesperance, F., (2008). Depression and anxiety as predictors of 2-
year     cardiac events in patients with stable coronar artery disease. Retrieved from 
www.medscape .com 
65. Frasure-Smith, N., Lesperance, F.,  & Talajic, M. (1995).The impact of negative 
emotions on prognosis following myocardial infarction: is it more than depression? 
Retrieved from www.Google.com. 
66. Gagliano, M.E. (1998). A literature review on the efficacy of video in patient 
education.Retrieved from www.Pubmed.com. 
67. Gegenava, T., Gegenava, M.,  & Kavtaradze , G. (2009). The influence of depression and 
anxiety in the development of heart failure after coronary angioplasty. Retrieved from 
www.Pubmed.com. 
68. Herrmann, K.S.,  & Kreuzer, H. (2002). A randomized prospective study on anxiety 
reduction by preparatory disclosure with and without video film show about a planned 
heart catheterization. Retrieved from www.Pubmed.com. 
69. Hoffmann, A., Pfiffner, D., &  Hornung, R. (1995). Working Group on Cardiac 
Rehabilitation of the Swiss Society of Cardiology Psychosocial factors predict medical 
outcome following a first myocardial infarction. Retrieved from www.Google.com. 
70. Hunter, S., Astin, F., Closs ,S.J., McLenachan., &  Priestley C. (2007). The information 
needs of patients treated with primary angioplasty for heart attack: an exploratory study. 
Retrieved from www.Pubmed.com. 
71. Irvine, J., Basinski, A.,  & Baker, B. (1999). Depression and risk of sudden cardiac death 
after acute myocardial infarction: testing for the confounding effect of fatigue. Retrieved 
from www.psychosomaticmedicine.org. 
72. Januzzi, J.L., Stern, T.A., & Pasternak, R.C. (2000).The influence of anxiety and 
depression on outcomes of patients with coronary artery disease. Retrieved from 
www.medscape.com. 
73. Lane, D., Carroll, D.,&  Ring, C. (2000).Effects of depression and anxiety on mortality 
and quality of life 4 months after myocardial infarction. Retrieved from 
www.medscape.com 
74. Lang and Hamilton (1994).Research findings for guided imaginary for angioplasty and 
cardiac catheterization. Retrieved from www.academy for  guided imagery.com 
75. Lehto, S., Koukkunen, H., Hintikka, J., Viinamäki, H., Laakso, M., &  Pyorala, K. 
(2000).Depression after Coronary Heart Disease Events. Retrieved from 
www.Pubmed.com. 
 76. Lown, B., Verrier, R.L.,  & Rabinowitz, S.H. (1996).Neural and psychologic mechanisms 
and the problem of sudden cardiac death. Retrieved from 
www.psychosomaticmedicine.org. 
77. Pedersen, S.S., & Smith, O.R.F. (2008). Exhausted Patients Post Percutaneous Coronary 
Intervention. Retrieved from www.Pubmed.com. 
78. Rosengren, A., Hawken, S.,  & Ôunpuu S. (2004). Association of psychosocial risk 
factors with risk of acute myocardial infarction in 11,119 cases and 13,648 controls from 
52 countries (the INTERHEART study): case-control study. Retrieved from 
www.Pubmed.com. 
79. Schwartz, A.R., Gerin, W., &  Davidson, K.W. (2003). Toward a causal model of 
cardiovascular responses to stress and the development of cardiovascular disease. 
Retrieved from www.psychosomaticmedicine.  
80. Vural, M., Satiroglu, O., Akbas, B., Goksel, I., &   Karabay, O. (2008). Coronary artery 
disease in association with depression or anxiety among patients undergoing angiography 
to investigate chest pain. Retrieved from www.Pubmed.com. 
81. Welin ,C., Lappas, G., & Wilhelmsen, L.(2000). Independent importance of psychosocial 
factors for prognosis after myocardial infarction. Retrieved from www.Google.com. 
82. Ziegelstein, R.C., Kim, S.Y.,  & Kao, D. (2005).Can doctors and nurses recognize 
depression in patients hospitalized with an acute myocardial infarction in the absence of 
formal screening? Retrieved from  www.psychosomaticmedicine.com 
 
NET REFERENCES 
www.mayoclinic.com 
www.heartsite.com 
www.dnattube.com 
www.meduweb.com          
 
 
 
 
 
 
 
 SECTION – I 
DEMOGRAPHIC PROFILE OF PATIENTS 
1 . Sample number    : 
2. Age      :  
   a. 30 -40 Years 
   b. 40 -50 Years 
   c. 50-60Years                                                                                             
3. Sex      :  
   a. Male  
   b. Female 
4. Type of the family    :      
   a. Nuclear 
   b. Joint 
4. Education     :   
   a. Illiterate 
   b. Primary education 
   c. Secondary education 
   d. Degree or diploma 
5. Nature of work    :  
   a. Sedentary  
   b. Moderate 
   c. Heavy 
6. Income per month   (Rs)   :   
   a. Unemployed 
   b. Less than 5000 
   c.5001 – 10000 
   d. More than 10001 
 
 
 
 
 
  
8. Duration of illness (Month)  :   
   a. Less than 1 yr 
   b 1 – 2 yrs 
                                                           c. More than 2 yrs 
7. Associated illness    :   
   a. Diabetes mellitus  
   b. Hypertension 
   c. Diabetes mellitus and hypertension 
   d. Hyperlipidemia 
                                                          
 
 
                                        DEMOGRAPHIC PROFILE OF SPOUSES 
1. Age      :  
   a. 30 -40 Yrs 
   b. 40 -50 Yrs 
   c. 50-60Yrs                                                                                             
2. Sex      :  
   a. Male  
   b. Female 
3. Education     :   
   a. Illiterate 
   b. Primary education 
   c. Secondary education 
                                                                      d. Degree 
 
 
 
 
 
 SECTION – II 
Zung Self-rating Anxiety Scale 
Listed below are 20 statements. Please read each one carefully and then blacken the 
appropriate circle. 
 None or 
a little of 
the time 
Some 
of the 
time 
Good 
part of 
the time 
Most or 
all of the 
time 
1. I feel more nervous and anxious than usual.     
2. I feel afraid for no reason at all.     
3. I get upset easily or feel panicky.     
4. I feel like I'm falling apart and going to pieces.     
5. I feel that everything is all right and nothing bad 
will happen. 
    
6. My arms and legs shake and tremble.     
7. I am bothered by headaches, neck and back pains.     
8. I feel weak and get tired easily.     
9. I feel calm and can sit still easily.     
10. I can feel my heart beating fast.     
11. I am bothered by dizzy spells.     
12. I have fainting spells or feel faint.     
13. I can breathe in and out easily.     
14. I get feelings of numbness and tingling in my 
fingers and toes. 
    
15. I am bothered by stomach aches or indigestion.     
16. I have to empty my bladder often.     
17. My hands are usually dry and warm.     
18. My face gets hot and blushes.     
19. I fall asleep easily and get a good night's rest.     
 
 
 SECTION III 
Beck Depression Inventory 
Instructions: This questionnaire consists of 21 groups of statements. Please read each group 
of statements carefully, and then pick out the one statement in each group that best describes the 
way you have been feeling during the past two weeks, including today. Circle the number beside 
the statement you have picked. If several statements in the group seem to apply equally well, 
circle the highest number for that group. Be sure that you do not choose more than one statement 
for any group, including Item 16 (Changes in Sleeping Pattern) or Item 18 (Changes in Appetite) 
1. Sadness 
0. I do not feel sad 
1. I feel sad much of the time 
2. I am sad all the time 
3. I am so sad or unhappy that I can’t stand it 
2. Pessimism 
0. I am not discouraged about my future 
1. I feel more discouraged about my future than I used to be 
2. I do not expect things to work out for me 
3. I feel my future is hopeless and will only get worse 
3. Past Failure 
0. I do not feel like a failure 
1. I have failed more than I should have 
2. As I look back, I see a lot of failures 
3. I feel I am a total failure as a person 
 
4. Loss of Pleasure 
 0. I get as much pleasure as I ever did from the things I enjoy 
1 .I don’t enjoy things as much as I used to 
2. I get very little pleasure from the things I used to enjoy 
3. I can’t get any pleasure from the things I used to enjoy 
5. Guilty Feelings 
0. I don’t feel particularly guilty 
1. I feel guilty over many things I have done or should have done 
2. I feel quite guilty most of the time 
3. I feel guilty all of the time 
6. Punishment Feelings 
0. I don’t feel I am being punished 
1. I feel I may be punished 
2. I expect to be punished 
3. I feel I am being punished 
7. Self-Dislike 
0. I feel the same about myself as ever 
1. I have lost confidence in myself 
2. I am disappointed in myself 
3. I dislike myself 
8. Self-Criticalness 
0. I don’t criticize or blame myself more than usual 
1. I am more critical of myself than I used to be 
2. I criticize myself for all of my faults 
 3. I blame myself for everything bad that happens 
9. Suicidal Thoughts or Wishes 
0. I don’t have any thoughts of killing myself 
1. I have thoughts of killing myself, but I would not carry them out 
2. I would like to kill myself 
3. I would kill myself if I had the chance 
10. Crying 
0. I don’t cry anymore than I used to 
1. I cry more than I used to 
2. I cry over every little thing 
3. I feel like crying, but I can’t 
11. Agitation 
0. I am no more restless or wound up than usual 
1. I feel more restless or wound up than usual 
2. I am so restless or agitated that it’s hard to stay still 
3. I am so restless or agitated that I have to keep moving or doing something 
12. Loss of Interest 
0. I have not lost interest in other people or activities 
1. I am less interested in other people or things than before 
2. I have lost most of my interest in other people or things 
3. It is hard to get interested in anything 
13. Indecisiveness 
0. I make decisions about as well as ever 
 1. I find it more difficult to make decisions than usual 
2. I have much greater difficulty in making decisions than I used to 
3. I have trouble making any decisions 
14. Worthlessness 
0. I do not feel I am worthless 
1. I don’t consider myself as worthwhile and useful as I used to 
2. I feel more worthless as compared to other people 
3. I feel utterly worthless 
15. Loss of Energy 
0. I have as much energy as ever 
1 .I have less energy than I used to have 
2. I don’t have enough energy to do very much 
3. I don’t have enough energy to do anything 
16. Changes in Sleeping Pattern 
0. I have not experienced any change in my sleeping pattern 
1a.I sleep somewhat more than usual 
1b.I sleep somewhat less than usual 
2a.I sleep a lot more than usual 
2b.I sleep a lot less than usual 
3a.I sleep most of the day 
3b.I wake up 1-2 hours early and can’t get back to sleep 
17. Irritability 
0. I am no more irritable than usual 
 1. I am more irritable than usual 
2. I am much more irritable than usual 
3. I am irritable all the time 
18. Changes in Appetite 
0. I have not experienced any change in my appetite 
1a.My appetite is somewhat less than usual 
1b.My appetite is somewhat greater than usual 
2a.My appetite is much less than before 
2b.My appetite is much greater than usual 
3a.I have no appetite at all 
3b.I crave food all the time 
19. Concentration Difficulty 
0. I can concentrate as well as ever 
1. I can’t concentrate as well as usual 
2. It is hard to keep my mind on anything for long 
3. I find I can’t concentrate on anything 
20. Tiredness or Fatigue 
0. I am no more tired or fatigued than usual 
1. I get more tired or fatigued more easily than usual 
2. I am too tired or fatigued to do a lot of the things I used to do 
3.  I am too tired or fatigued to do most of the things I used to do 
21. Loss of Interest in Sex 
0. I have not noticed any recent change in my interest in sex 
 1. I am less interested in sex than I used to be 
2. I am much less interested in sex now 
3. I have lost interest in sex completely 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 பᾁதி - I 
தனி நப᾽ விபரΆ 
ேநாயாளிகளிᾹ விபரΆ 
1.மாதிாி எᾶ   : 
2.வயᾐ  
 அ 30-40   : 
 ஆ 40 – 50   : 
 இ 50-60   : 
3.பாᾢனΆ  
 அ ஆᾶ   : 
 ஆ ெபᾶ   :  
4.ᾁᾌΆபΆ  
 அ தனிᾰᾁᾌΆபΆ  :   
 ஆ ᾂ᾵ᾌᾰᾁᾌΆபΆ  :  
5.க᾿வி தᾁதி  
 அ பᾊᾰகாதவ᾽  :  
 ஆ ெதாடᾰகᾰக᾿வி  :  
 இ உய᾽ க᾿வி  :  
 ஈ ப᾵டᾺபᾊᾺᾗ   : 
6.ெதாழி᾿  
 அ ᾁைறவான ேவைல :  
 ஆ மிதமான ேவைல  : 
  இ கᾊனமானᾐ  :  
7.மாத வᾞமானΆ  
 அ ேவைலயிᾹைம  :  
 ஆ 5000 ᾰᾁ ᾁைறᾫ :  
 இ 5001 – 10000  : 
 ஈ 10001ேம᾿  :  
 
8.உட᾿நிைல ᾁைறᾫ ஏιᾺபᾌ வதιᾰகான கால அளᾫ  
 அ ஒᾞ வᾞடᾷதிιᾰகான ᾁைறவாக    : 
 ஆ 1-2  வᾞடΆ       : 
 இ 2 வᾞடᾷதிιᾁ ேம᾿     :  
9.ேவᾠ ஏதாவᾐ உட᾿ நிைல ேகாளாᾠ 
 அ சᾰகைர வியாதி      :  
 ஆ அதிக இரᾷத அᾨᾷதΆ     :  
 இ சᾰகைர ேநாᾼ உடᾹ ᾂᾊய இரᾷத அᾨᾷதΆ :  
 ஈ அதிக இரᾷதᾰ ெகாᾨᾺᾗ     : 
 
 
 
 
 
 
 
 கணவᾹ / மைனவி விபரΆ 
 
1.மாதிாி எᾶ  : 
2.வயᾐ  
 அ 30-40  : 
 ஆ 40 – 50  : 
 இ 50-60  : 
3.பாᾢனΆ  
 அ ஆᾶ  : 
 ஆ ெபᾶ   : 
4. க᾿வி தᾁதி  
 அ பᾊᾰகாதவ᾽ :  
 ஆ ெதாடᾰகᾰக᾿வி :  
 இ உய᾽ க᾿வி :  
 ஈ ப᾵டᾺபᾊᾺᾗ : 
 
 
                                                                
 
 
 
 
 
 பᾁதி - II 
$P'; kdg;gijg;g[ gw;wpa Ra ghpnrhjid mstPL 
 fPnH cs;s midj;J thf;fpa';fspy; vJ c';fSf;F bghUj;jkhdij milahs 
Fwpapl;L fhl;Lf (my;yJ) c';fsJ fle;j fhy eltof;iffisa[k;/ epfH;fhy 
eltof;iffisa[k; Fwpg;gpLf. 
t.  
vz; 
 xd;Wkpy;iy (m) 
Fiwthd neuk 
VjhtJ xU 
neuk; 
mjpfkhd 
neuk; 
vg;bghGJk; 
1 ehd; tHf;fkhf ,Ug;gijtpl 
mjpf eLf;fj;JlDk;/ gaj;JlDk; 
,Ug;gij nghy; czUfpnwd;.  
    
2. ehd; fhuzkpy;yhky; 
gag;gLtjhf czUfpnwd;. 
    
3. ehd; vspjpy; kd cisr;ry; 
milfpnwd;.  
    
4. ehd; kpf tpyfpr;bry;tjhft[k; 
cile;J nghtjhft[k; 
czh;fpnwd;.  
    
5. vy;yh braYk; ey;ygoahf 
elg;gjhft[k; ve;j bfLjYk; 
Vw;glhJ vd;Wk; czUfpnwd;.  
    
6. vd; if/ fhy;fs; gjw;wj;jhy; 
eL';FfpwJ. 
    
7. ehd; jiytyp/ fGj;Jtyp kw;Wk; 
KJFtypahy; 
ntjidailfpnwd;.  
    
8. ehd; vspjpy; nrhhtile;J 
gykpy;yhjJ nghy; czUfpnwd;   
    
 
  
 
9 ehd; mikjpahf cs;sjhft[k;/ 
ve;jtpj gpur;rida[k; ,y;yhky; 
,Ug;gjhft[k; czUfpnwd;. 
    
10. vdJ ,jak; mjpfkhf Jog;gij 
czUfpnwd;. 
    
11. ehd; mof;fo jiy Rw;wyhy; 
ghjpg;gilfpnwd;.  
    
12. vdf;F mof;fo kaf;fk;(my;yJ) 
jiyr;Rw;Wtijnghy; 
,Uf;fpwJ.  
    
13. vd;dhy; vspjhf \r;ir 
cs;spGj;J btspapl KofpwJ. 
    
14. vdJ if kw;Wk; fhy; tpuy;fs; 
czh;tw;W/ Ks;Fj;JtJnghy 
,Ug;gjhf czUfpnwd;.  
    
15. ehd; tapw;W typahYk;/ 
m$PuznfhshwhYk; 
mtjpg;gLfpnwd;.  
    
16. vdf;F mof;fo rpWePh; fHpf;f 
ntz;oapUf;fpwJ.  
    
17. vdJ iffs; vg;bghGJk; 
fha;e;Jk;/ btJbtJg;ghft[k; 
,Uf;Fk;.  
    
18. vdJ Kfk; mof;fo 
btg;gkhft[k; rpte;Jk; nghfpwJ. 
    
19. vd;dhy; Rygkhf cw';ft[k;/ 
MH;e;J cw';ft[k; KofpwJ.  
    
20. vdf;F cwf;fj;jpy; ga';fukhd     
 fdt[fs; tUfpwJ.  
 
பᾁதி - III 
bgf; og;u!d; ,d;btd;lhp 
totikf;fg;gl;l neh;fhzy; gotk; 
cw;rhfkpd;ikia kjpg;gPL bra;a[k; cgfuzk;  
 fPnH bfhLf;fg;gl;Ls;s tpdhf;fs; cw;rhfkpd;ikiag; gw;wpait. ,jd; \yk; 
cw;rhfkpd;ikiag; gw;wp ve;j mstpw;F mwpe;Js;sPh;fs; vd;gijg; gw;wp mwpe;J bfhs;s 
tpUk;g[fpd;nwhk;. vdnt  fPH;f;fhqk; tpdhf;fis ed;F goj;j gpd;g[ mjw;Fhpa gjpy;fis 
Fwpg;gplt[k;. c';fs; gjpy;fSk; c';fisg; gw;wpa tptu';fSk; ,ufrpakhf ghJfhf;fg;gLk;. 
,J cWjpahf Ma;tpw;F kl;Lnk gad;gLj;jg;gLk; vd;W cWjp mspf;fpnwhk;.  
 
FLk;g tptuk;  
bgah;    - 
taJ     - 
ghypdk;    - Mz; / bgz;  
fy;tpj; jFjp  - 
bjhHpy;   - 
FLk;g khj tUkhdk;  - 
FLk;gk;    - Tl;Lf;FLk;gk; / jdpf;FLk;gk;  
 
 1. tUj;jk;  
0. ehd; tUj;jkhf ,y;iy. 
1. ehd; bgUk;ghyhd neu';fspy; tUj;jkhf cs;nsd;.  
2. ehd; vg;bghGJk; tUj;jkhd cs;nsd;  
3. vd;dhy; bghWj;Jf;bfhs;s Koahj mstpw;F kpf tUj;jkhft[k; 
re;njh#kpd;wpa[k; ,Uf;fpnwd;.  
 
2. ek;gpf;ifapd;ik  
0. ehd; vjph;fhyj;ijg; gw;wp ftiy ,y;yhky; cs;nsd;.  
1. tHf;fj;ijtpl mjpfkhf vjph;fhyj;ijg; gw;wpa ek;gpf;ifapd;wp cs;nsd;.  
2. vy;yh tp#a';fSk; vdf;F rhjfkhf elf;Fk; vd;w vjph;ghh;g;g[ vd;dplk; ,y;iy.  
3. vd;Dila vjph;fhyk; ek;gpf;ifaw;wjhft[k;/ ,g;bghGijtpl 
nkhrkhdjhfj;jhd; ,Uf;Fk; vd;W vz;qfpnwd;. 
  
3. fle;jfhy njhy;tp gw;wpa vz;zk;  
0. ehd; njhy;tpaile;jjhf epidf;ftpy;iy.  
1. ehd; ,ijtpl mjpf njhy;tp mile;jpUf;f ntz;Lk;.  
2. vd; thH;f;ifia gpd;nehf;fp ghh;f;Fk;nghJ ehd; njhy;tpiana 
mile;jpUf;fpnwd;.  
3. ehd; xU KGj; njhy;tpa[w;w kdpjdhfnt czh;fpnwd;.  
 
4. kfpH;r;rpapd;ik  
0. ,Jtiu ve;bje;j tp#a';fspy; re;njh#j;ij mile;njndh mnj khjphp 
,g;bghGJk; re;njh#j;ij mDgtpf;fpnwd;.   
1. Kd;gpUe;jkhjphp ,g;bghGJ re;njh#j;ij mDgtpf;f Kotjpy;iy.  
2. Kd;gpUe;jijtpl kpff;Fiwe;j msnt ,g;bghGJ re;njh#k; milfpnwd;.  
3. vd;dhy; ve;j tp#aj;jpYk; re;njh#k; mila Koatpy;iy.  
 
5. Fw;w czh;t[  
0. Fwpg;gpLk;goahf Fw;w vz;zk; VJk; ,y;iy.  
1. ehd; bra;j gy fhhpa';fspYk;/ bra;jpUf;f ntz;oa gy fhhpa';fspYk; 
Fw;wKs;stdhf czh;fpnwd;.  
2. ehd; mjpf neu';fspy; Fw;w czh;r;rpa[ld; ,Ug;gjhf czh;fpnwd;.  
3. ehd; vg;bghGJk; Fw;w czh;r;rpa[ld; ,Ug;gjhf czh;fpnwd;. 
 
 
  
6. jz;lid czh;t[  
0. ehd; jz;of;fg;gLfpnwd; vd;w vz;zk; vdf;F ,y;iy.  
1. ehd; jz;of;fg;glyhk; vd;W epidf;fpnwd;.  
2. vdf;F jz;lid fpilf;Fk; vd;W vjph;ghh;f;fpnwd;.  
3. ehd; jz;of;fg;gLfpnwd; vd;W vz;qfpnwd;.   
 
7. RabtWg;g[  
0. vg;bghGJk; nghynt vd;idg; gw;wp ehd; czh;fpnwd;.  
1. vd;nky; cs;s ek;gpf;ifia ehd; ,He;Jtpl;nld;.  
2. vdf;nf vd;kPJ Vkhw;wkhf cs;sJ.  
3. vd;kPJ vdf;F btWg;ghf cs;sJ.  
 
8. Ratpkh;rdk; bra;jy;  
0. ehd; tHf;fkhf vd;id Fiw TWtijtpl mjpfkhf FiwTWtjpy;iy.  
1. ehd; tHf;fkhf ,Ug;gijtpl mjpfkhf vd;Dila jtWfis tpkh;rdk; 
bra;fpnwd;.  
2. vd;Dila vy;yh jtWfisa[k; ehnd Fiw TWfpd;nwd;. 
3. elf;ff;Toa vy;yh jtWfSf;Fk; ehnd fhuzk; vd;W epidf;fpnwd;.  
 
9. jw;bfhiy vz;zk; (my;yJ) tpUg;gk; 
0. jw;bfhiy bra;a ntz;Lk; vd;w vz;zk; vdf;F ,y;iy.  
1. jw;bfhiy bra;a[k; vz;zk; vdf;F cs;sJ. Mdhy; ehd; mij 
bray;gLj;jkhl;nld;.  
2. ehd; jw;bfhiy bra;J bfhs;s tpUk;g[fpnwd;.  
3. re;jh;g;gk; fpilj;jhy; ehd; jw;bfhiy bra;Jbfhs;ntd;.  
 
10. mGJbfhz;oUg;gJ 
0. vg;bghGJk; mGtijtpl mjpfkhf mGtjpy;iy.  
1. tHf;fj;ijtpl mjpfkhf mGfpnwd;.  
2. ehd; ve;j rpd;d tp#aj;jpw;Fk; mGJtpLntd;.  
3. vdf;F mGfpd;w vz;zk; tUfpwJ. Mdhy; vd;dhy; mHKoatpy;iy.  
 
 
 
 11. gjl;lkiltJ  
0. tHf;fj;ijtpl mjpfkhf ehd; gjl;lg;gLtJ ,y;iy.  
1. tHf;fj;ijtpl mjpfkhf ehd; gjl;lkilfpnwd;.  
2. ehd; kpft[k; gjl;lkhf cs;nsd;/ vd;dhy; mjpypUe;J kPsKoatpy;iy.  
3. ehd; kpft[k; gjl;lkhf cs;sjhy; VnjDk; bray;fis bra;Jbfhz;oUf;f 
ntz;oa[s;sJ.  
 
12. ehl;lkpd;ik  
0. kw;wth;fspd; nky; cs;s <LghL Fiwatpy;iy.  
1. kw;wth;fspd; nky; bfhz;Ls;s <LghL Kd;igtpl Fiwe;Js;sJ.  
2. kw;wth;fspd;nky; cs;s <LghL mjpf mst[ Fiwe;Jtpl;lJ.  
3. vd;dhy; vjpYk; <LghL fhl;Ltjw;F fodkhf cs;sJ.  
 
13. jPh;khdkpd;ik  
0. ehd; vg;bghGJk; ed;whf KobtLg;ngd;.  
1. ehd; tHf;fj;ijtpl jPh;khdk; vLg;gjpy; rpukg;gLfpnwd;.  
2. KobtLg;gjpy; tHf;fj;ijtpl kpft[k; mjpf mstpy; rpukg;gLfpnwd;.  
3. ve;j Kot[ vLg;gjpYk; vdf;F kpFe;j rpukkhf ,Uf;fpd;wJ.  
 
14. kjpg;gpd;ik  
0. ehd; kjpg;gw;wtd; vd;W xUnghJk; epidf;ftpy;iy.  
1. ehd; vg;bghGija[k; nghy; vd;id kjpg;g[s;stdhft[k;/ cgnahfkhdtdhft[k; 
epidf;ftpy;iy.  
2. ehd; kw;wth;fnshL vd;id xg;gpLk;nghJ kjpg;gw;wtdhf fUJfpnwd;.  
3. ehd; Kw;wpYk; kjpg;gw;wtdhf fUJfpnwd;.  
 
15. Mw;wypd;ik  
0. vg;bghGJk;nghy; vdf;F gyk; cs;sJ.  
1. Kd;g[ cs;sijtpl vdf;F gyk; Fiwthf cs;sJ.  
2. rpwe;j Kiwapy; bray;gl vdf;F nghjpa gyk; ,y;iy.  
3. ve;j braiya[k; bra;tjw;F vdf;F nghJkhd gyk; ,y;iy.  
 
16. cwf;f Kiwapy; Vw;gLk; khWjy;fs;  
0. vdJ cwf;fKiwapy; ve;j khWjiya[k; ehd; czutpy;iy.  
1(m). tHf;fj;ijtpl ehd; rpwpJ mjpfkhf cw';Ffpnwd;.  
 1(M). tHf;fj;ijtpl ehd; rpwpJ Fiwthf cw';Ffpnwd;.  
2(m). tHf;fj;ijtpl ehd; kpf mjpfkhf cw';Ffpnwd;.  
2(M). tHf;fj;ijtpl ehd; kpf Fiwthf cw';Ffpnwd;.  
3(m). ehd; jpdKk; kpf mjpf neuk; cw';Ffpnwd;.  
3(M). tHf;fkhf cs;sijtpl 1 my;yJ 2 kzp neuk; Kd;ghf vGe;J tpLfpnwd;/ 
gpwF cwf;fk; tUtjpy;iy.  
17. vhpr;ryiljy;  
0. ehd; tHf;fj;ijtpl mjpfkhf vhpr;ryiltjpy;iy.  
1. ehd; tHf;fj;ijtpl kpft[k; mjpfkhf vhpr;ryilfpnwd;.  
2. ehd; vg;bghGJk; ,Ug;gijtpl kpf mjpfkhf vhpr;ryilfpnwd;.  
3. ehd; vy;yh neu';fspYk; vhpr;ryilfpnwd;.   
 
18. grpapy; Vw;gLk; khWjy;fs;  
0. vdJ grpapd; jd;ikapy; ve;j xU khWjYk; ,y;iy.  
1(m). tHf;fj;ijtpl grp Vw;gLtJ Fiwe;Js;sJ.  
1(M). tHf;fj;ijtpl grp Vw;gLtJ mjpfkhf cs;sJ.  
2(m). tHf;fj;ijtpl grp Vw;gLtJ mjpfkhf Fiwe;Js;sJ.  
2(M). tHf;fj;ijtpl grp Vw;gLtJ kpf mjpfkhf cs;sJ.  
3(m). vdf;F Rj;jkhf grp Vw;gLtjpy;iy.  
3(M). vdf;F vg;bghGJk; rhg;gplntz;Lk; vd;w czh;t[ ,Uf;fpwJ.  
19. ftdf;Fiwt[  
0. vd;dhy; vg;bghGJk; ftdkhf ,Uf;fKoa[k;.  
1. vd;dhy; vg;bghGJk;nghy; ftdkhf ,Uf;f Koatpy;iy.  
2. vd;dhy; vjpYk; ePz;l neuk; ftdkhf ,Ug;gJ rpukkhf cs;sJ.  
3. vd;dhy; vjpYk; ftdk; brYj;j Koatpy;iy vd;W czh;fpnwd;.  
 
20.  nrhh;tiljy; (my;yJ) fisg;giljy;  
0. ehd; vg;bghGJk;nghy; nrhh;tilahky; my;yJ fisg;gilahky; ,Uf;fpnwd;.  
1. ehd; vg;bghGija[k;tpl mjpfkhf vspjpy; nrhh;tilfpnwd; my;yJ 
fisg;gilfpnwd;.  
 2. ehd; mjpfkhf ntiy bra;a[k;bghGJ kpft[k; nrhh;tilfpnwd; my;yJ 
fisg;gilfpnwd;.  
3. ehd; kpf mjpfkhf ntiybra;a[k; bghGJ kpft[k; nrhh;tilfpnwd; my;yJ 
fisg;gilfpnwd;.  
 
21.  clYwtpy; Mh;tkpy;iy  
0. clYwtpy; vdJ Mh;tj;jpy; ve;j khw;wKk; rkPgfhykhf Vw;gltpy;iy.  
1. Kd;igtpl clYwtpy; vdf;F tpUg;gk; Fiwe;Js;sJ.  
2. vdf;F Kd;igtpl ,g;bghGJ clYwtpy; mjpf mst[ ehl;lk; Fiwe;Js;sJ.  
3. vdf;F KGtJkhf clYwtpy; ,Ue;j ehl;lk; ngha;tpl;lJ.  
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 SECTION VIII 
CONTENTS IN THE VIDEO 
1) ANATOMY AND PHYSIOLOGY OF HEART 
 CHAMBERS OF HEART  
 CORONARY CIRCULATION 
2) MEANING OF CORONARY ARTERY DISEASE 
3) RISK FACTORS OF CORONAY ARTERY DISEASE 
       Non modifiable risk factors 
 Age 
 Gender 
 Hereditary 
        Modifiable risk factors 
 Cigarette smoking 
 Hypertension 
 Diabetes mellitus 
 Elevated serum cholesterol 
 Physical inactivity 
 Stress 
4) PATHOPHYSIOLOGY 
5) TREATMENT MODALITIES 
 Fibrinolytic therapy  
 Cholestrol  lowering agents 
 Antiplatlet therapy 
 Percutaneous  Transluminal Angioplasty (PTCA) 
 Surgical management (CABG) 
6) PTCA    PROCEDURE 
7) PREPARATION ON THE PREVIOUS DAY OF THE PROCEDURE 
 Skin preparation 
 Investigations 
8) PREPARATION ON THE DAY OF THE PROCEDURE 
 Get consent 
 Starvation 
  Dentures and nail polish will be   removed. 
 Intravenous access 
 Vital signs will be checked 
  Notify regarding allergic history 
9) DURING THE PROCEDURE 
 Positioning and vascular access to catheterisation       
 Stenting  procedure 
 Normal effects due to dye injection 
 Warning  signs 
10) CARE AFTER PTCA & SHEATH  REMOVAL 
 Position 
 Fluid intake 
 Post procedural instructions 
11) COMPLICATIONS 
12) LIFESTYLE MODIFICATIONS 
 Exercise 
 Dietary restrictions 
 Stress management 
 Regular check up 
 
 
 
 
 
 
 
 
  
 
ஒளி நாடாவி᾿ பதிᾫ ெசᾼயᾺப᾵ட ᾁறிᾺᾗக῀ 
1) இᾞதயᾷதிᾹ அைமᾺᾗ மιᾠΆ ெசய᾿ பாᾌக῀  
 இᾞதயᾷதிᾹ அைறக῀ 
 இᾞதயᾷதிᾹ இரᾷத ஓ᾵டΆ  
2. இᾞதய இரᾷதᾰ ᾁழாயிᾹ ேநாயிᾹ வைரயைற  
3. இᾞதய இரᾷதᾰᾁழாᾼ ேநாயிᾹ காரணிக῀ 
மாιற இயலாத காரணிக῀ 
 வயᾐ  
 இனΆ  
 பரΆபைர  
மாιறᾰᾂᾊய காரணிக῀  
 ᾗைகᾺபிᾊᾷத᾿  
 உய᾽ ரᾷத அᾨᾷதΆ 
 ச᾽ᾰகைர ேநாᾼ  
 ரᾷதᾷதி᾿ அதிக ெகாᾨᾺᾗ பᾊத᾿ 
 உடι பயிιசியிᾹைம 
 மன அᾨᾷதΆ  
4. ேநாᾼ உᾞவாᾁΆ ᾙைற  
5. சிகிᾲைச ᾙைறக῀ 
 இரᾷத க᾵ᾊகைள உைடᾰᾁΆ மᾞᾸᾐக῀  
  ெகாᾨᾺபிைன ᾁைறᾰᾁΆ மᾞᾸᾐக῀ 
 ஆᾶᾊபிேள᾵ெல᾵  சிகிᾲைச ᾙைற  
 இரᾷதᾰ ᾁைல அைடᾺபிைன நீᾰᾁத᾿  
 இᾞதய அᾠைவ சிகிᾲைச  
6. இரᾷதᾰ ᾁழாᾼ அைடᾺபிைன நீᾰᾁΆ ெசᾼᾙைற  
7. அைடᾺᾗ சிகிᾲைச ெசᾼவதιᾁ ᾙᾹ தயா᾽பᾌᾷத ேவᾶᾊயைவ  
 ேதா᾿ தயா᾽பᾌᾷᾐத᾿  
 பாிேசாதைனக῀  
8. ெசᾼᾙைற ெசᾼகிᾹற நாளி᾿ தயா᾽ பᾌᾷᾐத᾿  
 ெசய᾿ᾙைறᾼᾺ பιறி அறிவிᾷᾐ ைகெயாᾺபΆ வாᾱᾁத᾿  
வாᾼவழியாக உணᾫ எᾌᾷதாதிᾞᾷத᾿ 
 ெசயιைக பιக῀ மιᾠΆ ெநயி᾿ பாᾢைஷ அகιᾠத᾿ 
 நரΆᾗ ஊசி ெசᾤᾷᾐத᾿  
 உடᾢᾹ ெவᾺபநிைல , நாᾊᾷᾐᾊᾺᾗ , ᾆவாசΆ மιᾠΆ இரᾷத அᾨᾷதᾷைத 
கᾶகாணிᾷத᾿  
 ஒῂவாைம இᾞᾺபைத ெதாிவிᾷத᾿  
9. ெசᾼᾙைற ெசᾼᾜΆெபாᾨᾐ  
 நிைல மιᾠΆ இரᾷதᾰ ᾁழாயிᾹ வழியாக ெசᾤᾷᾐத᾿  
 ῄெடᾹ᾵ ெசᾤᾷᾐத᾿  
 சாயΆ ெசᾤᾷᾐவதா᾿ ஏιᾺபᾌΆ விைளᾫக῀  
 எᾲசாிᾰைக அறிᾁறிக῀  
10. ெசᾼᾙைற மιᾠΆ ஷிᾷைத எᾌᾷத பிᾹ கவனிᾰக ேவᾶᾊயைவ  
  நிைல  
 நீ᾽ பᾞᾁத᾿  
 ெசᾼᾙைற ᾙᾊᾸதபிᾹ பிᾹபιற ேவᾶᾊய கᾞᾷᾐᾰக῀  
11. பிᾹ விைளᾫக῀  
12. வா῁ᾰைக ᾙைறைய மாιᾠத᾿ 
 உடιᾺபயிιசி  
 உணᾫ க᾵ᾌᾺபாᾌ  
 மன அᾨᾷத திιகான தீ᾽ᾫ ᾙைறக῀  
 ெதாட᾽ பாிேசாதைன 
 
 
 
 
 
 
